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Introduction 



If the United States infant mortality rate had been as low as Japan's, 19,350 American 
babies would not have died in 1985.' The high U.S. rate is brought about largely by babies 
being born too soon and too small, especially among blacks and low-income women.^ 

More than $2.5 billion is spent annually on intensive hospital care for newborns in this 
country, primarily for low birthweight babies. ' In addition, about 11,000 of these babies have 
long-term disabilities that result from being too small.' 

Among mdustrialized nations, the United States has one of the highest rates of infant mortal- 
ity and one of the highest rates of low birthweight. Rates for black Americans are approxi- 
mately twice those for whites. 

Many premature births can be prevented through cost-effective interventions. State legisla- 
tures can play a significant role in reducing the incidence of low birthweight, thereby prevent- 
ing infant deaths and disabilities, especially among low-income women. With such interven- 
tions, state governments will save both lives and money. 

ITiis publication addresses the issue of low birthweight and what state legislatures can do to 
reduce its incidence, with an emphasis on ensuring prenatal care. Other than preventing un- 
wanted pregnancies, providing good prenatal care is both the most effective strategy and the 
best bargain available to state governments to reduce the number of low birthweight babies. 

The text describes low birthweight and why it occurs; why legislators should be concerned 
about it; what legislators can do to help reduce its incidence; federal assistance programs 
that are available to states; the cost-effectiveness of prenatal care; recent state activities to 
reduce low bi ihweight and infant mortality rates; and how states are paying for expanded 
prenatal care. 

Appendix A describes eight states' approaches to the issue, including the following: developing 
successful prenatal care services; defming prenatal care as a right of all pregnant women; 
preventing preterm labor through education; assessing the need for prenatal care among 
counties and allocating resources based on priority; focusing on high-risk pregnant women; 
studying various state and city approaches in planning a program: and using state-specific 
data to present to legislators. 

Appendix B lists several resources for persons seeking further information. There also is a 
brief Annotated Bibliography at the back of the publication. 



What Is Low Birthweight 
and Why Does it Occur? 



Ia)iv birthweight is a major determinant of infant mortality in the United 
States. Infants weighing 2,500 grams (5.5 pounds) or less are almost 40 times 
more likely to die during their first 4 weeks of life than the normal birthweight 
infant. In addition, low birthweight survivors ore at increased risk of health 
problems ranging from nenro- developmental handicaps to lower respiratory 
tract conditions. 

— Institute of Mt>dicine 

What i» low birthiveightf '*Ix)w birthweighr refers to babies weighing 5.5 pounds (2,500 
grams) or less at birth. Babies weighing 3,3 pounds (1,500 grams) or less are classified as 
**very low birthweight. ' 

In 1985, the most recent year for which state-by-sUite data are available, 6,8 percent of all U.S. 
births were low birthweight (LBW). The incidence for blacks was 12.4 fx^rcent, more than twice 
that of whites (5.6 percent)/^ In 1978, the surgeon general of the Public Health Ser\ace established 
the following goals concerning low birthweight: by 19^, the incidence of LBW should b^^ no 
more than 5 percent of all births and the incidence for any county or racial or ethnic subgroup 
should not exceed 9 percent. The Tlible lists LBW percentages for each state. 

What causes low birthweight? Low birthv^'jtght results from babies being born too sovin 
or from babies not growing adequately during; the pregnancy. Preterm labor (labor occurring 
before 37 weeks of pregnancy) accounts for about two-thirds of LBW babies. ^'Intrauterine 
growth retardation'' (lUGR) is associated with chronic medical conditions of the mother, such 
as diseases aftecting blood circulation and the kidneys/ Birth defects and lUGR explain 
many of the babies who are LBW at full term. Unfortunately, the exact causes of preterm 
labor are not well understood. Some premature births are inevitable, at least for now None- 
theless, a number of risk factors are known to increase a woman s chance of having a LBW 
baby The following principal risk factors for LBW have been identified by the Institute of 
Medicine: ' 

• Medical risks in current pregnancy, such as poor weight gain, high blood pressure, 
infection, placental problems, and other fiictors; 

• Behavioral and environmental risks, including smoking, poor nutrition, alcohol or 
drug abuse, toxic exposure, and high altitude; 

• Health care risks, including absent or inadequate prenatal care and prematurity 
due to medical intervention; 

• Demogi-aphic factors, including age (under 17 or over 34 l race (black), low 
socioeconomic status, unmarried status, and low level of education; and 

• Medical risks predating pregnancy, especially previous delivery of a LBW infant. 

Other possible risk factors currently under study include stress and several medical condi- 
tions, such as hormone deficiency. 
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Risk assessments of pregnant women can successfully identify about 65 percent of pregnancies 
with eventual adverse outcomes.^'' Some of the risk factors can be eliminated or reduced, 
while others can be monitored closely. 

A number of demographic risk factors contribute to the increased risk of low birthweight for 
blacks, including the following: 

• A higher percentage of blacks live in poverty. In 1987, the percentage of' blacks 
living below the federal poverty level (33.1 percent) was more than three times 
the 10.5 percent incidencefor whites (see the Glossary for the federal poverty level )." 

• A smaller proportion of black women receive adequate prenatai care. In 1985, 72.3 
percent of white v/omen received adequate prenatal care, while only 50.1 percent 
of black women received such care.'* The percentage of black women receiving 
inadequate care ( L5 percent) was more than two and one-half times the 6.2 percent 
incidence for whites (see the Glossary for a definition of "adequacy of care""). 

' Blacks have a higher incidence of babies born to teenagers and single mothers. In 
1985, 10.8 percent of white births were to teens, while 23 percent of all black babies 
were born to teenagers. Almost 15 percent of white births and 60 percent of black 
births were to single mothers in 1985." 

The Institute of Medicine (lOM) reports that blacks have a higher incidence of LHW than 
whites when controlled for other factors. The lOM conckides that the cumulative efTects over 
time of black poverty and lower social ^;tatus play a role in racial differences, but more 
research is needed.'^ 

National LBW data for other minority and ethnic groups are limited. Nonw^hites often are 
lumped into one category, which includes blacks. Hispanics are sometimes recorded as non- 
white, sometimes as white. Overall rates of infant mortality and low birthweight for nonwhites 
are lower than those for blacks, but higher than those for whites. Poverty and low educational 
attainment are high-risk factors for women of all ethnic groups. The presence of these and 
other high-risk demographic factors can be used to estimate the likelihood of high rates of 
low birthweight. If an ethnic group has a higher incidence of demographic risk factors, it is 
likely to have a higher than average LBW rate. 



Why Should Legislators 

Be Concerned 
About Low Birthweight? 

Li^gislators should be concerned about low birthweight because it costs both lives and money. 
Numerous studies indicate that publicly insured and low-income pregnant women are one and 
one-half to two times moi-e likely than other women to give birth to low birthweight infants.' ' 
In the case of publicly insurt^d women, the higher incidence of LBW is attributed largely to a 
lack of adequate prenatal care, rather than to their status as recipients of public programs. As 
discussed later, many Medicaid patients do not receive adequate prenatal care; those who do, 
have a much lower incidence of LBW infants (for example, see LItah in Appendix A). 
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State governments spend millions of dollars each year to purchase health care for LBW babies 
through Medicaid and other programs that cover low-income or uninsured persons. For exam- 
ple, Michigan spent $52 million in Medicaid funds to treat sick newborns in 1987, while 
paying just $5 million for prenatal care for Medicaid women."' Adverse prejfnancy outcomes 
that may have been prevented or reduced with prenatal care accounU^d for between one-half 
and two-thirds of the $52 million. 

Cost in liven. LBW babies are almost 40 times more likely to die during their first four 
weeks of life than normal birtbweight infants.'' In 1985, 40,030 babies, about 1 percent of 
all U.S. births, died before their first birthday. 

The United States ranks 17th among industrialized countries in infant mortality, and its 
position has not improved since 1980.'" The high U.S. rate (10.0 deaths per 1,000 live births 
in 1987) is brought about largely by the high incidence of low birthweight.The infant mortality 
rate for U.S. blacks is approximately twice the rate for whites. The T^ble lists infant mortality 
rates by state for whites and blacks. 

In addition to goals for LBW (see page 1), the surgeon general also set 1990 goals for infLint 
mortality, as follows: the national rate should be reduced to no more than nine deaths per 
1,000 live births, and the rate for any county or racial or ethnic subgroup should not exceed 
12 deaths per 1,000 live births."' 

Since 1981, there has been a substantial slowdown in the rate of improvement of the IJ.S. 
infant mortality rate. ' Ironically, one contributing factor is the ability to save smaller babies. 
Extremely premature babies are more frequently resuscitatod today than they were five or 
10 years ago, even though a majority of them eventually die. An increase in reported live 
births under 500 grams (just over one pound! would affect the incidence of low birthweight 
and infant mortality, but ihe extent to which such reporting occurred in the early 1980s is 
not clear ' 

Financial Costs. Low birthweight is associated with costly medical care and high rates of 
chronic and disabling illnesses. The average 1986 hospital cost per discharge for a normal 
newborn in Maryland was $658, while the average cost for a LBW infant was $5,894, The 
smallest babies cost even more. A 1985 study of Medicaid data in Utah revealed that the 
average initial hospital cost for babies weighing less than ;i5 poun.-'.s was $63,000, Although 
or.ly 1.7 percent of babies born to Medicaid mothers in Utah weighed less than 3.5 pounds, 
they consumed $2.7 million, or 24 pt^reent of all Medicaid expenditures for initial hospital 
costs for newborns.-' 

In addition to costing more for hospital service.--, approximately 16 percent of very low birth- 
weight babies are born with moderate to severe disabilities and require additional costly 
medical and social services.'' Disabilities include mental retardation, cerebral palsy, major 
seizure disorders, and blindness. Long-term health costs result from the following; medual 
needs; support services, such as family counseling, speech train.ng, and screening services; 
special education; and institutional or foster care. 

The Office of Tl'chnology Assessment estimates that the expected net cost oflow birtbweight 
is between approximately $14,000 and $30,000 per birth, to age 35. 
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Notes 

rva Information r^ot availahlt> 

* Percent of all live births, 1985 S<jurve Children s llefense Fund. ha>ed on data fmm the National Center for Health Statistics 
^' State ranked I has lowest incidence 

* Deaths per l.iKK) live births. 1985 S<^)urfe Children's IVfense Fund, bast^ on data from the National Center Un Health ScatisCus 
^ Fjjgibihty thrpshold for prpgnanl wom^n hs percentaf^e of the federal poverty level Source, NCSL, 198N. dates are eflevtive dates 
*' 1988 federal medical assistance percentage for each state's Medicaid program Sounv Mt-alth Care Financing Administration 

^ States marked with y have pnesumptive eligibility Source NCSL, 1988 dates are effective dates 

« Medicaid reimbursement rates for obstetrical care ( specialist) including prenatal can-, delivery, and postpartum cart» S<iurct» Ceneral Account ing 
(.MTice data U986' updated by the American College of Obstetncian.'- and Gynpcoloj^st*; M987i, lower figures are for normal dohverv and higher 
n^vires aiY for Caesarean section, except for Florida, which reflects low-nsk and htgh-risk patientN, 'Michigan figure calculated by NCSl- from 
existinj^ data. "'Missouri is 50't of prevailing charges 

^ Source NCSL, the Puerto Rico data reflect total population fig^jrt's and not ethnic groups 
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What Can Legislators Do 
to Prevent Low Birthweight? 



The weight of the evidence on both routine prenatal care and augmented 
prenatal care suggests that birth outcomes can he improved when women 
receive earlier or more comprehensive prenatal care. 

— Office of 'IVchnolog\' Assessment '*' 

In its May 1988 presentation to the National Commission to Prevent Infant MortaUty, the 
American College of Obstetricians and Gynecologists (ACOG) recommended five priority 
areas for action to reduce the rate of infant mortality which also apply to low birthweight: 

• Rtmiove barriers to maternity care; 

• Make family planning services available to all women; 

• Provide public education on prenatxU care and contraception; 

• Research further the causes of premature labor; and 

• Resolve the liability crisis. 

These recommendations are important for legislative consideration at the national and state 
levels. Although an in-depth discussion of four of the strategies is beyond the scope of this 
publication, each is mentioned briefly later. The fixrus of this section is the first recommenda- 
tion, removing barriers to maternity care, spt^cifcally prenatal care. 

Except for preventing unintended pregnancies, prenatal care is the most cost-efTective means 
of reducing the incidence of both low birthweight and infant mortality. Legislators can assess 
the need for prenatal care in their states, especially for publicly funded or uninsured pregnant 
women; determine the statewide and local barriers to care; and take steps to address the 
unmet needs and reduce the barriers to care. 



Assessing the Need 

I^egislators can use state and local data to determine the incidence of low birthweight and 
the adequacy of prenatal care for specific populations and geographic areas. The data can be 
used to develop successful strati^gies to combat the problem for populations and areas with 
a high incidence of low birthweight or a low rate of adequate prenatal care. 

Adequacy of care can be measured by using the Institute of Medicines prenatal care index, 
developed by D.M. Kessner The index classifies the adequacy of prenatal care by the number 
of prenatal visits in relation to the duration of pregnancy and the timing of the first visit 
(see the Glossary under **adequacy of care""). '' 

The following examples illustrate how the federal government and several states lused data 
to assess the needs of specific populations: 



• A General Accounting OfTlce (GAO) study found that 63 percent of Medicaid recip- 
ients and uninsured women interviewed ;n 32 communities in eight states obtained 
msufllcient prenatal care/^^The GAO analyzed the reasons for the lack of adequate 
C'dre, many of which are listed later 

• Kansas uses a modified Kessner '^adequacy of care" index to prioritize funding for 
its Maternal and Infant Program (see Appendix A) A statewide analysis using 
the index found that 670 women in Sedgwick County did not receive adequate 
prenatal care in 1986. The incidence of I.BW in the county was 7.2 percent. In 
Scott County, 24 wo^en were determined to have inadequate care and only 1/2 
percent of births were LBW This information helped Kansas officials to target 
assistance for Sedgwick, which was one of the first 10 counties in which a program 
was established. 

• Massachusetts analyzed LBW data for both payer source (such as privati^ insurance 
and Medicaid) and population subgroup (such as whites, blacks, Hispanics, teen- 
agers, persons with less than a high school education, and mothers who are not 
married). The data revealed that 17.1 percent of black infants born to uninsun^d 
mothers during the last half of 1986 were low birthweight, while the incidence for 
privately insured whites was only 4/2 percent. The state's **Healthy Start program 
for uninsured low-income pregnant women is intended to improve birth outcomes 
(see Appendix A). 

• Utah data showed that in 1985 the incidence of LBW was 18.4 percent for Medicaid 
mothers making fewer than six prenatal visits, twice that of Medicaid mothers 
who made 10 or more prenatal visits (9 percent of births). Utah expanded its 
Medicaid program and created the **Baby Your Baby'' program for Medicaid recip- 
ients, which includes an aggressive public education and outreach campaign (see 
Appendix A). 

The GAO study and the Utah t^xample illustrate a common problem among states, which is 
that women insured under Medicaid do not necessarily receive adequate prenatal care. There 
are a number of other barriers to care that may prevent both insured and uninsured women 
fron* obtaining adequate care. Some oftliose barriers are described in the following section. 

Barriers to Care 

About 25 percent of women in the GAO study indicated at least four barriers had prevented 
them from obtaining prenatal care earlier or more often. The inost coninion barriers reported 
were the following: 

• Lack of money to pay for care; 

• Lack of transportation to get to the providers office; 

• Not knowing of the pregnancy soon eaough; 

• Inability to get an appointment earlier; 

• Lack of knowledge about what to do or where to go; 
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• Lack of care available for other children; 

• Fear about being pregnant; and 

• Lack of access to a doctor. 

A study by the Children's Defense Fund concludes that "the most formidable and pervasive 
of all barriers to care are related to financial inaccessibility.""' The study also cites a number 
of nonfinancial barriers that prevent or discourage prenatal care, including the following: 

• Factors related to policy and health care systems, such as maldistribution of physi- 
cians, providers not accepting Medicaid, fragmented services, and separate finance 
and delivery systems (for example, having to apply for Medicaid at the welfare 
ofilce instead of a clinic); 

• Factors related to health care programs and services, such as progr-am application 
and enrollment barriers, location of services and transportation, availability of 
child care for other children, limited clinic hours, long lead time to make appoint- 
ments, long waits to see a provider, and provider attitudes and practices; and 

• Factors related to personal attitudes, culture, and experiences, such as lack of 
knowledge about the importance of care, fear, especially among teenagers, language 
barriers, and poor communication by providers. 

Several states have initiated efforts to overcome some of the identified barriers to cart% as 
illustrated in the following section. One barrier, lack of access to a doctor, is discussed briefly here. 

Difficulty finding a doctor for Medicaid clients relates directly to physician participation in 
Medicaid. Low reimbursement rates, administrative paper work, and the high cost of mal- 
practice insurance are the primary reasons cited by doctors who refuse to participate ui the 
Medif-aid program. 

The GAG studv reported that thi' nationwide average Medicaid reimbursement rate for total 
obstetrical care was about $473 m \9VS, ranging from a low of $255 in West Virginia to a 
high of $1,027 in Massachusetts. In contrast, the 1986 median physician charge for total 
maternity care reported in a survey by the American College of Obstetricians and 
Gynecologists was $1,000." Both West Virginia and Massachusetts raised their rates since 
that time (see the Table for state reimbursement rates i. 

Although just 2 percent of the women in the GAO study cited difTiculty in finding a doctor, 
midwife, or nurse as the most important barrier to care, 15 percent of those receiving in- 
adequate care cited "no doctor would see me" as a barrier. The report concluded that most 
of the women were ible to obtain prenatal care from a local hospital or public health clinic. 
The GAO asserts that "states could better use their limited resources to expand Medicaid 
eligibility for prenatal care services for women who do not currently qualify for Medicaid 
rather than increasing Medicaid reimbursement rates *o improve access to mainstream health 
care for women who meet current eligibility requirements."'- 

Many provider groups and child advocacy groups would disagree. As mentioned previously, 
delays in getting appointments, long waits in clinics, and large distances to travel contribute 
to delays in obtaining prenatal care. Advocates maintain that more physicians would help 
alleviate a number ot the barriers to care. The issue of provider reiiubursement may be more 



controversial in states with the lowest Medicaid rates and in states where more and more 
providers refuse to participate in the program. For example, the number of private Colorado 
doctors willing to provide pregnancy service's under Medicaid fell by 90 percent in 1987,^^ 
Physicians in half of California s 58 counties no longer accept new Medi-Cal maternity cases. 

Taking Steps to Address Needs and Reduce Barriers 

Several states are addressing barriers to prenatal care, including simplifying the Medicaid 
application prt>cess and encouraging physician participation in Mec' aid, as illustrated by 
the following examples: 

• South Carolina reduced its 44-page application to 24 pages and provides caseworker 
assistance to fill it out, 

• Florida placed 400 eligibility stafTin 216 locations outside of social sei^ices depart- 
ments, such as public hospitals and local health departments. Because eligibility 
technicians often are admonished to eliminate errors in order to avoid federal 
monetary sanctions for the state, they tend to scrutinize applications and are 
sometimes seen as adversaries by potential clients. State administrators discovered 
the need to emphasize to the technicians that the state's goal is to enroll all eligible 
pregnant women, not to keep them out of the program. 

• Kansas created a "PnMiatal Express'' project for Medicaid enrolhnent ( see App^Midix A), 

• At least nine states increased Medicaid reimbursement rates for obstetric providers 
in 1987. 

• CaUfornia recently increased its Medi-Cal obstetric reimbursement rate to $763 and 
added an incentive payment of $150 for providing early and continuous prenatal care. 

Eight state programs that address prenatal care needs are highlighted in Appendix A. In 
addition, there are several federal programs that help states improve access to prenatal care 
for low-income women. Those programs, and recent federal changes in the Medicaid program, 
are described later, beginning on page 14. 

The National Commission to Prevent Infant MortaHty recommended several actions that 
state governments can take in its August 1988 report. Death Before Life: The Tt'ogedy of 
Infant Mortality. Among the commission's many recommendations are the following: 

• Develop and implement statewide plans i'or preventive maternity and infant care 
that include coordinated, comprehensive services: 

• Establish **State Maternal and Child Health Councils'' to monitor activities, prog- 
ress, coordination of services, and accessibility to servict*^^ in every connnunitx : 

• Expand Medicaid eligibility to the maximum allowed, which is 185 percent oi'the 
federal poverty level; 

• Eliminate assets tests for pregnant Medicaid applicants: 
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• Adopt "continuous eligibility" under Medicaid, so that once a pregnant woman is 
determined to be eligible, her eligibility continues throughout the pregnancy; 

• Simplify Medicaid application forms and streamline the eligibility process through 
options such as "presumptive eligibility," which allows providers to rtmder im- 
mediate care to pregnant women who appear to be eligible for Medicaid, even 
before they formally apply (see p. 15); 

• Establish a "home visitors program" for pregnant women, especially those who 
are at high risk; 

• Determine why providers are reluctant to participate in public programs and 
develop strategies to improve participation; 

• Encourage the establishment and expansion of certified nurse midwifery training 
programs; and 

- Collect and report birth and death data on factors associated with pregnancy and 
delivery, including medical, social, and demographic factors. 



Other Issues 

Several other issues related to reducing the incidence of LBW babies are discussed here 
briefly The issues include unintended pregnancies, medical liability private insurance, un- 
compensated hospital costs, and researching premature birth. 

Unintended pregnancies. P\imily planning services and education help prevent unintended 
pregnancies and increase the interval between births. An mterval of less than six months 
between ending one pregnancy and starting another is associated with a sharply elevated 
rate of low birthweight. T\'enagers and unmarried women experieiice higher rates of LBW 
and also report higher rates of unintended pregnancies.'' 

While 12.7 percent of all U.S. births in 1985 were to teenagers, t-en mothers gave birth to 

17.6 percent of all LBW babies.'" The Institute of Medicine reports that youth is not an 
independent risk factor for low birthweight, but teenage mothers are more likely to be black, 
of low socioeconomic status, less educated, unmarried, and less likely to receive adequate 
prenatal care than their older counterparts.'' Of the 477,705 babies born to teens m 1985, 

58.7 percent were born to unmarried mothers. 

In addition to added medical costs incurred because of LBW, teen births are costly in other 
ways. For example, the Southern Regional Project on Infant Mortality reports that m a single 
year (FY 1986-87), the 17 southern states in the project spent $3.57 billion on welfare, medical, 
and food assistance costs for families headed by a young woman under the age of 20."' The 
figure does not include costs for additional services, such as public housing, chiM protective 
services, foster care, special education, rehabilitative services, or institutional care. 

Many state and community-based plans to prevent teen pregnancy call for the establishment 
of teen "hotlines," a statewide K'12 comprehensive health and family life education cur- 
riculum, school-based comprehensive health clinics, and parent education programs.'" A Mis- 
sissippi program is highlighted uii page 18. 
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Medical liability. Modical malpractice issues affect the availability of obstetricians and 
family practitioners willing to provide prenatal cai*e and deliver babies, especially for medi- 
cally high-risk women. Premiums for malpractice insurance have climbed faster for obstetrics 
than for any other medical specialty. In 1982, the average obstetrical premium cost $10,900 
per year. By 1987 the average price had jumped to $37,000." 

A recent ACOG sui-vey revealed that 12.4 percent of obstetrician-gynecologists (ob/gyns) in 
the country had given up obstetrics by 1987 due to liability pressures. Of particular concern 
is a decrease in the number of ob-gyns treating medically high-risk women. In a 1985 survey, 
less than 2 percent of the ob-gyns surveyed indicated that they devoted 10 percent or les.s of 
their practice to high-risk care, compared with 45 percent of respondents in 1987. 

The situation is worse in some parts of the country than others, as illustrated in the following 
examples:'' 

• ACOG data show that 25 percentof Florida's ob/gyns no longer practiceobstetrics; 
' In Texas. 37 percent of family physicians no longer practice obstetrics; 

• Half of Nevada's rural family doctors have stopped practicing obstetrics; 

• In Alabama. 28 counties, and in Colorado. 19 counties, do not have an obstetric 
provider; and 

• Ob/gyns pay annual insurance premiums as high as $152,900 in Florida and $70,100 
in Michigan. 

The Virginia General Assembly passed unprecedented legislation in 1987 to create a Birth- 
related Neurological Injrry Compensation Fund. The $20 million fund ensures lifetime care 
of infants with severe neurological injuries sustained during labor, delivery, and resuscitation. 
Speedy compensation for net economic loss is provided as the exclusive remedy in such cases. 
The money comes from a $5,000 annual fee from physicians who practice obstetrics and who 
wish to participate, and a $50 per delivery fee (to a maximum of $150,000) from hospitals 
that wish to participate. All other physicians are required to pay a $250 annual fee. Should 
this funding be inadequate, insurance carriers may be assessed. The legislation also requires 
participating obstetric providers to assist the state in developing a health care program for 
low-income women. Florida has enacted similar legislation. 

In 1988. the North Carolina Ck>neral Asstnnbly appropriated $240,000 for a Rural Obstetrical 
Care Incentive Program tj encourage family physicians and obstetricians to ofTer prenatal 
and obstetric care to women in counties that have no or limited services. The one-year pilot 
program is to pay the din'erence between malpractice insurance premiums for general practice 
and obstetric practice for physicians willing to participate in designated counties, up to a 
maximum of $6,500 per physician. 

Private insurance. An estimated 37 million Americans do not have health insurance, wliich 
means they are not even covered by Medicaid, In addition, private insurance policies do not 
always cover the costs of maternity care or newborn care. Approximately five million privately 
insured women of reproductive age do not have maternity benefits. An estimated 333,000 
msured women without maternity benefits gave birth in 1985,^^ Even policies that provide 
maternity benefits may exclude new enrollees who already are pregnant or may require a 
waiting period tor eligibility 
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Minnesota adopted legislation in 1987 that requires newly issued or renewed insurance 
policies to include maternity benefits with the same coverage provided for other illnesses. 
Hawaii <'.nd New York have had similar laws for more than a decade, but each allows a 
waiting period of nine months or more before maternity benefits must be covered for a newly 
insured woman. In 1988, Minnesota exempted perinatal services from copayment or deductible 
charges under health insurance policies. 

Mandating specific insurance requirements is a controversial legislative issue and several 
states are studying insurance mandates in general. Self-insured employers are exempt from 
such state mandates because federal law excludes them from state regulation. 

A recent Colorado Supreme Court decision requires all employers who provide comprehensive 
group health insurance for employees to include pregnancy care coverage." The state ruling 
goes beyond the federal Pregnancy Discrimination Act of 1978, which requires employers 
who offer group health insurance and who have 15 or more employees to include maternity 
coverage in their insurance programs. 

The National Commission to Prevent Infant Mortality maintains that the primary responsi- 
bility for ensuring financial access to maternity and infant care rests with the private sector 
and employers. The commission recommends the following actions that states and the U.S. 
Congress can take to increase insurance coverage for Americans: 

• States should require gi'oup health insurance policies to eliminate waiting periods 
and pre-existing condition clauses for pregnancy related care; 

• States should require that health insurance risk pools for medically uninsurable 
people include maternity and well-baby care; 

• The Congress should eliminate exemptions in the Pregnancy Discrunination Act 
to include employers with fewer than 15 employees and dependents of employees 
who are not spouses (to cover teenage daughters); and 

• Congress should allow self-employed and unincorporated businesses to deduct the 
full cost of health insurance as a business expense. 

Uncompensated hospital cos Maternity and newborn care accounts for about 27 percent 
of unpaid hospital bills.'' State and local governments paid for $1.1 billion of the nation's 
total uncompensated hospital costs in 1985, which left $6.3 billion to be subsidized by private 
payers and hospitals.'" Most state programs that provide prenatal care to low-income women 
who are not eligible for Medicaid do not cover hospital costs for delivery. Only 6 percent of 
the 660,000 women who received prenatal care through clinics supported by federal Maternal 
and Child Health funds in 1986 obtained assistance to pay their hospital bill.'" 

Paying hospital costs for unpaid maternity bills is just one part of a larger problem confronting 
legislatures. Paying for hospital and other health care services for low-income persons without 
insurance is a major legislative issue across the country, and many states are addressing it. 
(For further information contact NCSL. ) 

Researching premature labor. Although state legislatures do not play a direct role in 
scientific research concerning premature labor, they can benefit from such studies. Research 
can help lawmakers and other policymakers refine their programs and choose the most 
effective strategies to reduce the incidence of premature labor and low birthweight for women 
whose maternity care is funded by public dollars. 
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For example, research has demonstrated that smoking cessation during pregnancy reduces 
the incidence of LBW. On the other hand, a widely known strategy to reduce the iMcidence 
of preterm births, the Xreasy method,'' recently showed no significant results overall in a 
national study sponsored by the March of Dimes/'' The Creasy method uses risk assessment 
for pregnant women, intensive patient education for high-risk women about the signs of 
preterm labor, and education for professionals about educating patients and about int rv^en- 
tions to arrest preterm labor. Florida's **Preterm Birth Prevention Project'' uses the L.^asy 
method, which is described in Appendix A. The recently reportt'd results can be used to 
reassess the approach used by Florida and other states. 



Is Prenatal Care 
Cost-Effective? 

For every low birthweight birth averted by earlier or more frequent prenatal 
care, the U.S. health care system saves between $14,000 and $30,000 in new- 
born hospitalization, rehospitalizations in the first yean and long-term health 
care costs associated with low birthweight. 

Offico of Technology Assessment'" 

The estimate of cost savings, published by the Oftice of Technology Assessment (OTA) in 
1988, provides a range within which costs associated with LBW are likely to lie. The estimate 
calculates long-term costt' only to age 35. 

The Institute of Medicine (lOM) concluded that for every $1 spent for prenatal care for 
high-risk women, $3.38 would be saved in the total cost of caring for low birthweight infants 
requiring expensive care. The lOM analysis focused on a high-risk population of women and 
estimated the incrt^ased expenditures required to provide them with routine prenatal care 
from the first trimester to the time of delivery. Projected savings were based on the assumption 
that the incidence of LBW for the target group would be reduced from 1L5 percent (in 1985) 
to 9 percent, which is the 1990 LBW goal set by the surgeon general for high-risk groups/'" 

In a study of the cost of extending Medicaid eligibility to all pregnant women in poverty, the 
OTA concluded that encouraging poor women to obtain early prenatal care through expanded 
Medicaid benefits is a good investment for the nation. The OTA based its conclusion on studies 
that revealed benefits of prenatal care in reducing LBW that were at least twice as great in 
reduced health costs as required to pay for the expansion of Medicaid services. 

Several stages have shown cost savings or have estimated expected savings through improved 
prenatal care. The following findings are reported by three states: 

• A pilot program providing prenatal care in California showed savings of between 
$1.70 and $2.60 in short-term costs (through the first year of life) for each dollar 
spent on the project (see Appendix A). 

• Estimates for Utah indicate that almost $3 co'/d be saved in delivery and 
intensive care costs for Medicaid recipients for each dollar spent on prenatal 
care (see Appendix A). 
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• An Alaska study predicted that, if all Alaska women who now obtain fewer than 
five prenatal visits were to receive 14 visits, 83 LBW births per year might be 
prevented. In addition, an estimated eight fewer babies would die each year, inten- 
sive care for 51 babies would be avoided, and the need for long-term institutional 
care for 1.7 infants would be eliminated, ■ 

In order to achieve the most effective and cost-etticient programs, state legislatures and 
program administrators should build evaluation mechanisms into their plans. For example, 
the New Jersey HealthStart program, described in Appt>ndix A, has a built-in evaluation 
process to determine whether the program is doing what it is intended to do. 



Which Prenatal Care Components 

Are Effective? 

Although the evidence clearly supports the effectiveneifs of prenatal care, it is 
less revealing about the size of the effect that can be expected from increasing 
the quantity or quality ofprenatal care received by any segment of the population. 

— OfTice of'Tt'chnolog\' Asst'ssnu-nt 

General guidelines issued jointly by the American College of Obstetricians and Gynecologists 
(AGOG) and the American Academy of Pediatrics call for prenatal care to begin as early in 
the first trimester as possible and" to include 13 to 15 prenatal visits during the 37 to 40 
weeks of a normal pregnancy, as follows: " 

- Every 4 weeks until the 28th week; 

• Every 2 to 3 weeks until the 36th week; and 

• Every week until delivery. 

ACOG recommendations also include risk assessments to identify factors that may require 
special management, such as high blood pressure, a history of problem pregnancies, diabi^tes, 
and some of the other principal risk factors listed on page 1. South Carolina sponsors a 
program for pregnant women deten.-jned to be at high risk for complications ( sec Appendix A ). 

Good prenatal care encompasses more than routine medical exams and screening for high-risk 
factors. Other important prenatal care services include nutrition, patient education, and 
support services. A combination of these components has been shown to be effective in reducing 
LBW rates (see Appendix A for California's pilot project). 

State programs that provide comprehensive prenatal care to low-income women generally 
include the following components: 

• Outreach services to increase access to care, such as irvHiia advertising, pamphlets 
inserted in public utility bills, community meetings, tivnsportation, and volunteers 
or staff who promote prenatal care to community nipmbers; 
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• A schedule of prenatal visits according to ACOG recommendations, including screen- 
ing for high-risk status; 

• Nutrition services, such as vitamin and mineral supplements, evaluation and 
counseling for problems (for example, deficient calorie or vitamin intake, over- 
weight or underweight condition, excessive consumption of food that is not nutri- 
tious, and use of diet pills), and referral to WIC, the Supplemental Food Program 
for Women, Infants, and Children, 

• Psychosocial ser\aces, such as identifying problems (for example, anxieties, high- 
risk behaviors, depression or other psychiatric problems, medical problems, or lack 
of child care, housing, transportation, and emotional support), developing a treat- 
ment plan, and referring clients to needed services; 

• Case management services to improve compliance with prenatal care recommenda- 
tions, such as makmg and keeping appointments; and 

• Health education, including prenatal and parenting classes, what to do and what 
not to do during pregnancy, the benefits of delaying another pregnancy, and how 
to prevent an unwanted subsequent pregnancy 

Ideally, prenatal care begins before a woman becomes pregnant. The general health of the 
mother is an important factor in prenatal care. The period of greatest environmental sensi- 
tivity for a developing fetus is between 17 and 56 days following conception," ' Some women 
and teenage girls may not yet know that they are pregnant during this time and may not 
know the hazards and consequences of high-risk behaviors. In addition, it is not uncommon 
for teenage girls to deny their pregnancy, both to themselves and to others, Ti?ens and other 
women can be taught to understand the likelihood of getting pregnant, how to prevent an 
unwanted pregnancy, to recognize the signs of pregnancy, and the importance of avoiding 
high-risk behaviors and seeking early care if they do become pregnant. 

North Carolina has a "Preconceptional Health Promotion Project'' offered by health depart- 
ments and family planning clinics. Interested patients who are anticipating pregnancy are 
educated alK)ut the effects of alcohol, tobacco, drugs, chemicals, and nutrition on a developing 
fetus. These women also are assessed for medical conditions that may complicate pregnancy, 
such as diabetes, epilepsy, and phenylketonuria ("PKU," an inherited disease that may cause 
mental retardation). Women for whom risk factors exist are referred for medical, nutritional, 
and psychosocial counseling to best pivpare themselves for the anticipated pregnancy. 



What Federal Assistance 
Is Available to States? 

Medicaid, the Maternal and Child Health Block Grant, and the Supplemental Food Program 
for Women, Infants, and Children (WIC) are the major federal assistance programs available 
to improve maternity care for low-income women. 
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Medicaid 

Medicaid is a federally matched, state-administered health insurance program for eligible 
low-income persons. The federal government establishes guidelines for the program and pays 
a portion of each state's medical assistance payments, ranging from a low of 50 percent to a 
high of almost 80 percent (see the T^ble). States have broad discretion in setting eligibility 
levels for Medicaid, which vary widely among states, based essentially on financial eligibility 
for Aid to Families with Dependent Children (AFDC). 

Between 1975 and 1984, the percentage of poor persons covered by Medicaid nationwide 
dropped from 63 to 46.'* Several recent congressional changes reversed the trend for pregnant 
women and young children. Listing specific changes for young children is beyond the scope 
of this publication. Changes for pregnant women include the following: 

DEFRA. The Deficit Reduction Act of 1984 required states to provide Medicaid coverage for 
pregnant women who would qualify for AFDC and Medicaid when their children are born, 
and to pregnant women in two-parent fcunilies where the primary wage earner is unemployed. 

COBRA. The Consolidated Omnibus Budget Reconciliation Act of 1985 require^d states to 
provide Medicaid coverage to pregnant women in two-parent families that meet AFDC income 
and resource standards, even when the primary wage earner is employed. The act also 
provided the following: 

• A mandate for an additional 60 days of coverage after delivery for all women whose 
Medicaid eligibility was based solely on their pregnancy; 

• Permission for states to provide enriched Medicaid services, such as health educa- 
tion and nutritional counseling, to pregnant women without extending such bene- 
fits to other clients; and 

• Permission for coverage ofca.se management services, such as outreach, referral, 
and service coordination. 

OBRA-86. The Omnibus Budget Reconciliation Act of 1986 (sometimes referred to as SOBR/^ i 
made the following changes: 

• Allowed states to provide Medicaid coverage for maternity care benefits to pregnant 
women with family incomes up to 100 percent of the federal poverty level (FPL) 
without entitling them to other cash assistance. A majority of states have adopted 
this option (see the lable); 

• Allowed states to provide outpatient maternity care services to pregnant women 
presumed to be eligible for Medicaid, provided that they apply for Medicaid within 
14 days. This "presumptive eligibility" allows reimbursement to qualified providers 
for up to 45 days, even if Medicaid eligibility is ultimately denied (see the 'l^ble 
for the states that have adopted this option); 

• Allowed states to eliminate the use of an assets test to determine Medicaid eligi- 
bility for pregnant women; and 

• Allowed states to provide continuous coverage to Medicaid-eligible pregnant women 
without having to reverify eligibility until 60 days following termination of pregnancy 
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OBRA'87. The Omnibus Budget Reconciliation Act of 1987 allowed states to provide Medicaid 
coverage for maternity care benefits to pregnant women whose family incomes are at or below 
185 percent of the FPL. States may impose a premium for services up to 10 percent of the 
amount by which a family's income exceeds 150 pt^rcent of poverty A few states have adopted 
this option (see the T^ble). 

The Medicare Catastrophic Coverage Act of 1988, The act requires states to provide 
Medicaid coverage of prenatal care and other pregnancy-related services to women with 
family incomes up to 75 percent of the PTL by July 1, 1989, and up to 100 percent of the FPL 
by July 1, 1990. lb prevent states from using resources for other needy persons to pay for 
the new coverage, states are prohibited from reducing cash assistance payments for AFDC 
below levels in effect on May 1, 1988. 

MCH Block Grant 

The Maternal and Child Health (MCH) block grant program represents the major federal 
maternity care funding alternative to public and private insurance. ' The block grant, initiated 
in 198L consolidated seven existing federal programs, including the Title V Maternal and 
Child Health program authorized under Title V of the Social Security Act. (Some persons 
continue to use the term "Title V when referring to MCH block grant funds.) 

The MCH block grant provides money to states for maternal and child health care to low- 
income, underserved pregnant women, infants, and children. States may determine services 
to be provided, with the exception of inpatient care, which is restricted to high-risk women 
and certain children. In 1986, $457 million was appropriated to the states, which used a 
portion of the money for free or subsidized prenatal care in public health clinics, health 
education, outreach to pregnant women, and transportation services. 

The Southern Regional Task Forveon Infant Mortality reported that all participating southern 
states agreed that MCH block grant funds were not sufficient to meet the needs of their 
clients. '" The expanded Medicaid eligibility options give states the opportunity to covei* some 
persons under Medicaid who are currently served with MCH funds and to use the block grant 
funds to expand MCH services or t*ligibility criteria. 

wic 

The Supplemental Food Program for\\^)men. Infants, and Children iWICi provides nutrition 
education and supplemental foods, such as infant formula, milk, eggs, and cereals to low- 
income pregnant or nursing women, infants, and young children who are at "nutritional risk." 
States may set maximum eligibility limits between 100 and 185 percent of the federal poverty 
level, and WIC assistance may supplement assistance received by women who are eligible 
for food stamps. Nutritional risk, as determined by a qualified professional, includes a history 
of poor pregnancy outcomes, iron-deficiency anemia, and inadequate dietary patterns 

Unlike Medicaid, the WIC program does not require a state match to receive federal funds. 
Federal WIC appropriations ($L8 billion in FY 1988) support less than half of those persons 
eligible for the program.'" In FY 1988, nine states and the District of Columbia supplemented 
federal WIC funds, including: Illinois. Indiana. Massachusetts. Michigan, Minnesota. New 
York, Pennsylvania, Texas, and Washington. In addition. Alaska. Arizona, Iowa. New Jersey, 
and Rhode Island provided contingency funds for WIC in case all federal allocations wt*re 
expended."' 



other 



Community/Migrant Health Centers. The Community /Mi^Tant Health Centers program 
allocates funds from the U.S. Public Health Service for primary health care sei-vices in 
medically underserved ai-eas. Services include preventive care, family planning, diagnostic 
and emergency care, and transportation. 

EPSDT. The Early and Periodic Screening, Diagnosis, and Treatment Program (PZPSDT) is 
a manda\ -y service under Medicaid. The program can provide ser\'ices targeted to age- 
specific, at-risk infants, children, and youth. For example, EPSDT may be used to provide 
pre-pregnancy risk education for children and teenagers, and prenatal care for pregnant teens. 

Commission Recommendations 

Among the recommendations by the National Commission to Prevent Infant Mortality for 
federal actions are the following: 

• Expand Medicaid to cover all pregnant women and infants who have family incomes 
up to 200 percent of the FPL; 

• Require that all pregnant woriien in the Medicaid program be screened to determine 
if they are in a high-risk group (see the South Carolina high-risk screening program 
in Appendix A); and 

• Require that all women and infants, especially those at high risk, be guaranteed 
entry into a system of regionalized, risk-appropriate, obstetrical and pediatric care. 

What Are States Doing 
to Prevent Low Birthweight? 

Most states now cover pregnant women with family incomes up to 100 percent of the federal 
poverty level under their Medicaid programs and all states must do so by July 1, 1990. A few 
states have adopted the maximum eligibility limit of 185 percent of the FPLfsee theTable). 

In addition, many states are mitiating innovative programs to reduce their rales of LBW and 
infant mortality Appendix A contains detailed information alxnit activities in eight states. Other 
sUUe examples appear elsewhere in the text. Several oth'?r state efforts are mentioned here to 
provide additional examples of the variety of approaches around the country The list is not 
intended to be exhaustive or to include all states that have adopted the different approaches. 

' Southern states joined forces in 1984 to address their high rates of LBW and infant 
mortality. Governors, legislators, and health and community leadei s worked to- 
gether to identify their common problems and barriers to prenatal va.'e and to 
develop recommendations to overcome them. The Final Report of the Southern 
Regional lht;k Foree on Infant Mortality, issued in November 1985 (see the Anno- 
tated Bibliography), lists 31 recommendations for state action and 15 for federal 
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action. Since then, the Southern Regional Project on Infant Mortality, which grew 
out of the task force effort, has assisted southern states in implementing task 
force recommendations. 

North Carolina is considered a leader in pursuing federal options to expand pre- 
natal care services. The states efforts, dubbed the '^Baby Love" initiative, are 
intended to provide early, continuous, and comprehensive prenatal care to women 
in poverty. In addition to expanding Medicaid eligibility to 100 pea^ent of the FPL 
for pregnant women (and children through age 2), North Carolina adopted the 
presumptive eligibility option; eliminated the assets test for applicants; and estab- 
lished a case management system through staff positions called Maternity Care 
Coordinators. The coordinators provide outreach, recruitment of clients, needs 
asM^ssment, service planning, referral, education, and follow-up for clients. The 
stale tested the presumptive eligibility option with a pilot program and concluded 
that the option is a major component of the plan to increase Medicaid enrollment. 

Mississippi is tackling its teen birth rate, the highest in the nation in 1985 (with 
20.8 percent of all state births to teens, compared with the national average of 
12.7 percent)."' That year, 27,9 percent of all LBW babies in Mississippi w^ere born 
to teens. The Department of Health and the Governor s OtTice initiated a pilot 
program in public junior high schools in two counties, called the Public Health 
School Nurse Intervention Program, Although no formal evaluation was done, 
initial results showed that while 56 teen pregnancies occurred in the pilot schools 
the year before, only 12 pregnancies occurred during the first year of the project. 
The reduction in pregnancies was achieved even though fewer teens used family 
planning services, leading program ofilcials to believe that fewer teens were sexu- 
ally active. The legislature expanded the program to 15 school districts in 1987 
and extended the program in 1988, 

The Public Health School Nurse Intervention Program stresses overall teen health, 
conducts health screenings, provides counseling, condui ts classroom presentations, 
including reproductive health education, and refers interested teens to family 
planning services outside the school. The program may not dispense birth control 
pills, may not mention abortion as an option, and must teach abstinence as the 
primary method of birth control Parents are provided two opportunities to consent 
to or reject services for their child. 

In addition, Mississippi expanded Med-caid eligibility to 185 percent of the FPL 
for pregnant women, freeing up state resources to expand case nuinagement and 
risk management services for pregnant women. 

Maine encourages pregnant women to enroll early in prenatal care through an 
aggressive public education campaign. The legislature funded television advertise- 
ments promoting early prenatal care, which are shown during daytime soap operas 
and evening fcimily-oriented programs, Promotional fliers are distributed in public 
utility bills and passed out at grocery stores. The state boasts a 90 percent success 
rate for enrolling pregnant women in prenatal care during the first trimester, the 
highest in the nation. In addition, Maine does prevention outreach to teenage boys 
concerning pregnancies and emphasizes that they will be held responsible for 
supporting their ofTspring, 



• Tennessee expanded its WIC program b> u sing rebates on infant formula purchased 
at retail stores with WIC vouchers. The rebates are paid to the state WIC agency 
by the formula companies undei \ contract between the agency and the manufac- 
turer. Formula costs make up about 30 percent of the total WIC budget nationwide, 
and at least nine other states have followed Tennessee's lead.' ' For example, Tbxas 
uses a competitive bidding i^ystem to purchase formula through its WIC program 
and has expanded services with the savings. 

• Alaska's Senate Advisory Council published a report in March 1988, Prenatal Care 
in Alaska: More Costs Less, whici; uses state-specific data to identify Alaska's 
problems. One significant problem ic<*ntified in the study is that Alaskan natives 
have the highest rate of Fetal Alcohol Syndrome ^P'AS) of any population studied 
in the world. Alcohol abuse is one of the principal risk factors for LBW identified 
by the Institute of Medicine. The legislature is expected to use the report to address 
the problem areas identified by the study. 



How Are States Paying 
for Expanded Prenatal Care? 

Funding is a major issue facing states wanting to expand prenatal care programs. For states 
that already finance maternity care for low^-income women who are not eligible for Medicaid, 
the new opportunity to shift those women to Medicaid will save states money immediately, 
because the federal government pays at least half the cost. 

For other states, expanding Medicaid may be a costly undertaking. Although prenatal care 
is cost-effective, paying for such care to thousands of new^ly eligible persons is expensive, 
especially in the beginning. As mentioned earlier, the Office of Technology Assessment con- 
cludes that the initial investment pays off over time in reduced costs for medical care, support 
services, and institutional care. State governments often pay at least a portion of that care 
through various programs. For example, most states help finance hospital costs for uninsured 
pregnant women and newborns. If those women receive adequate prenatal care, the total 
health care costs will be less. 

The majority of states that recently expanded Medicaid for pregnant women appropriated 
new general funds to do so. A few states shifted resources or tapped nt^w fiinding sources, 
including the following: 

♦ Massachusetts spent $20 million in FY 1987 for its Healthy Start Program (see 
Appendix A), The program s FY 1989 budget will be dramatically less, between 
$2.5 and $3 million, due to two major changes: 1) expansion of Medicaid to 185 
percent of the federal poverty level, which will cover about 80 percent of the 
program s clients; and 2i a shift of the program s hospital costs for the remaining 
clients to the state's uncompensated hospital care pool, which is not funded by 
state revenues. 

• Indiana, Minnesota, and Utah earmarked increased cigarette taxes to expand their 
Medicaid coverage. 
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• F'lorida used its Public Medical Assistance Trust Fund, financed by a 1.5 percent 
hospital tax, to expand Medicaid. The legislature also added a $25 surcharge to 
commemorative marriage licenses to help fund the state's Improved Pregnancy 
Outcome Program (see Appendix A). 

• A Colorado proposal that failed in 1988 would have used a portion of existing state 
appropriations for uninsured persons as a state match to expand Medicaid eligi- 
bility The bill sponsor argued that the pregnant women and young children covered 
under the proposal make up a substantial share of the costs of the medically 
indigent program. 



Conclusion 



The overwhelming weight of the evidence is that prenatal care reduces low 
birthweight. This finding is strong enough to support a broad, national com- 
mitment to ensuring that all pregnant women in the United States, especially 
those at medical or socioeconomic risk, receive high-quality prenatal care. 

- Institute of Medicino"* 

The health of our nation's children is a giwing concern. Children born healthy have a better 
chance of staying healthy with fewer resources. Advocates are working hard to bring the 
issue to the attention of lawmakers. P'ederal attention to the issue has increased the publics 
awareness. Medicaid reforms have provided states with fmancial assistance to improve and 
expand public prenatal and child health programs. Most states are taking advantage of the 
federal reforms, and cost-effective initiatives in several states have provided opportunities 
for other states to learn what works best. All of these efforts and opportunities will enable 
states to improve birth outcomes for their youngest citizens. 
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Appendix A 



This Appendix profiles eight state programs, studies, or plans to reduce the incidence of low birthweighl and 
infant mortality by making prenatal care more widely available to low-income women. 

The following states and emphases are profiled; 

• California -Developing a Successful Strateg>'; 

• Massachusetts -Providing Statewide Maternity Care; 

• Michigan -Establishing Prenatal Care As a Right; 

• South Carolina Focusing on High-Kisk Mothers and Infants; 

• Florida- Preventing Preterm I.atH)r Through Education; 

• Kansas- Allocating Limited Resources; 

• lUah -Selling a Program; and 

• New Jersey - Learning From Other States and Cities. 

States were selected to provide examples that include successful programs. difTerent approaches, geographic 
diversity, differences in availability of resources, cost-effectiveness, and planning a program. The state pn^tile:, 
are not necessarily intended to represent the most comprehensive or succtssful state efforts, Although the state 
profiles are presented m a similar format, the difTerences in approach and experience neces.sitate some difTertMices 
in presentation. 

Each state profile shows percentages of low birthweight and rates of infant mortality, based on information from 
the Children's Defense Fund A few state administrators have noted a discrepancy in tlie data listed and their 
own state data for 198;), which sterns largely from subsequent revisions to preliminary data reported by states 
Some differences also stem from reporting for n:)nwhites and blacks. For example, in some cases, ihe rate shown 
for blacks is actually the rate for nonwhites; in some cases, states have recently changed their definitujns for 
racial or ethnic groups. Because the Children s Defense Fund data are the most comprehensive data available, 
they are used unchanged here and in the Table in the text. State rankmgs reflect each state's national standing, 
with 1st oeing the lowest rate in the country Because a description of variiHis prenatal care st>rvi.'es appears on 
pages 1:M4, the Appendix does not contain details about services provided by states, unless there is something 
unique about them. The information was gathered through both written and <;ral communication with state 
program personnel. State contacts also sent published reports and copies of agency communications al)out the 
programs, which served as references 

There are some common elements among successful state irntiatives that are worth mentioning. Many of the 
programs resulted from work done by coalitions of interested persons, including legislators, consumers, health 
care providers, and advocates from organizations, such as tlie Marcli of Dimes, the Childi'en's Defense Fund, and 
Healthy Mothers/Healthy Babies groups. In a number of states. legislativt> spons^ors or program advocates took 
legislators on a tour of a neonatal intensive care unit in a l(K-al hospital to see firsthand what low birthweight 
means. In some cases where clients were not using available resources, legislators or program administrators 
developed strategies to reach out to clients, such as implementing community education programs or sp<msonng 
an open liouse at local clinics 

California: Developing a Successful Strategy 

Profile: U^Sr> Infant M(u-talitv Rate l^^Hf) Percent of LHW Births 

(deaths pe^ 1.000 live births ) fpercvnt of total births i 

State State 
Wlute Rank Black lUnk 

'~~^rz 20th H>.3 mh 

( Note: The California Family Health Division reports the following data for 1985 infant mortality 
rates: white. 9.0; and black. IG 2j 



State State 
Whitt' Raiik Black Rank 

f) 14th 11 9S ir)th 



21 



Program: 



Clients: 



Services: 



Results: 



Funding: 



Other 
Programs: 



Obstetrical Accesi^ Pilot Project U)B Acccssl California sponsored a pilot projt»ct in 13 counties 
from July 1, 1979 to June 30, 1982. to improve accej^s to maternity care in undensorved art^as 
and to improve pregnancy outcomes through enhanced prenatal care. 

The OB Access program registered 0,774 women, approximately half of whom wetv Medi-Cal 
beneficiaries K^alifornias Medicaid program J and half of whom weiv low-income mothers assisted 
through federal Title V funds < the forerunner of the MCH bUn-k grant ). The project served women 
in 13 counties, targeting rural areas and minority populations, including black, Hii;panic, Native 
American, and Southeast Asian. 

The OB Access package provided enhanced prenatal care services to participating women, includ- 
ing an average of 11 prenatal visits, outreach, health education, nutrition assessment and 
counseling, and psychoscK'ial services. 

The OB Access program and study ser\'e as a m<Klel for other states, Some of the findings from a 
report, f7/?<// FA'oluatum i)fthc Obstetrical Access Pilnt Project: July W79 ■ June I^hS2, arv as follows: 

• The early provision of nutritional, birth education, and psychosocial services had a measurable 
and positive impact on birth outcome. 

• The low birth weight rate for OB Access women was 4.7 percent, 33 percent less than f(7r a 
matched group of Medi-(\il mothers <7 peirent) 

• Each $1 spent on the project saved between $1,70 and $2,b() in short-term costs ^through the 
first year of life). 

• Kighty-seven percent of participants smarted prenatal care in their first or second tnmesifr. 

• Kighty four percent of registrants completed care. 

A federal grant from the Health Care Financing Administration tie^ped suppc.rt the project. The 
cost of providing enhanced care was 5 percent higher than tne average cost of care under the 
Medi-Cal program, but no new Medicaid funds were appropriated. To take advantage of other 
existing resources. OB Access coi^rdinated with other prograrns, such as \V1(\ genetic screening, 
family planrung. and public health services, 

The California Legislature established two programs intended t() expand access to prenatal care 
statewide, which are the Community Based Berinatal Services Pn)grani and the Comprehensive 
IVrinatal S"^vices Program. 

The Conimunity Based Penruital Services Program ^CPSP> Oeated by AH 2821 <Chapter 1112) 
m 1982. CPSP provides comprehensive prenatal care services on a sliding^scale basis to uninsured 
low-income pregnant women and their babies. The serv ice package includes medical care, nutri- 
tion counseling and referral, parenting and other health education classes, and psychosocial 
counseling and referral. In FY 198tv87. 69 agencies were under contract to provide CP.SP sei vices, 
but 14 of California's 5H counties had no state-funded prenatal care clinics. The FY 1987-88 
budget of $13. 3 million included $8.8 million in federal and $4.5 imllion in state funds. According 
to the Southern California Child Health Network, the program served 30.197 women in FY 
198(>-87, but an estimated 35.000 indigent pregnant women who meet eligibility requirements 
were tiot served due to a shortage of funds 

The Cifniprehensii'c Perinatal Serrtces Pri}^rani 'CPSi. C)fteii called the "Margolin Pn^gram" 
after Its legislative sponsor. (T\S was estab!ishc>d by AB 3021 (Cliapter 1404) in I9H4.hut became 
operational in late 1987. Tht- program enhanct'.^ nuUiTnity care for pregnant Medi-Cal women 
and provides similar services to those in tlie CPSP program ApprnMmatcl\ 105.000 pregnant 
women are eligible !'or the program annually 
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Problems: 



Needs: 



Although California is considered a national leader in its efforts to reduce infant mortality and 
LBW ratey, it ha.s its share of problems. The Southern California Child Health Network reports 
the following data; 

• Many Medi-Cal clients and uninsured women lack access to care. An estimated 36,000 babies 
are born each year without the benefits of basic health care; 

• The number of births to high-risk women (mothers age 17 or younger or age 35 or older and 
others who receive late or no prenatal car;.') increased 14 penrent between 1984 and 1986; 

• The number of babies reported with drug withdrawal at birth increased 183 percent in Los 
Angeles County between 1984 and 1987; and 

• An estimated 4,400 newlK)rns are aflected annually by alcohol abuse. 

The Southern California C^ ild Health Network reports three priorities for action: 

• Make services available in every county; 

• Make the price of maternity care affordable; and 

• Get more pregnant women into early and continuing care. 



Program 
Contacts: 



Elizabeth Lyman 

Chief, Family Health Division 

California Department of Health 

St* rv ices 
714PStreet,!^oom 350 
Sacramento, CA 95814 
(916)322-9451 



Wendy La/arus 
The Southern California 
Child Health Network 
712Wilshire Blvd.. Suite 1 
Santa Monica, CA 90401 
(213)450-3370 



Legislative 
Contacts: 



Assemblv Health Committee 
(916)445-1770 



Senate Health and Human 

Services ComtnitttH* 
(916)445-1193 



Profile: 



Program: 



Massachusetts: Providing Statewide Maternity Care 



1985 Infant Mortality Rate 
(deaths per 1.000 live births j 



1985 Percent of I.BW Births 
t percent of total births) 



White 



State 
Rank 



Black 



8.2 



::;rd 



20.8 



State 
Rank_ 

"27th 



White 



State 
_Rank 

~i7th 



Black 



State 
Rank 



4th 



<Note; The Massachusetts Department of Public Health reports the following data for 1985 
infant mortality rates: white, 8.6; and black, 24.7. The department reports the fallowing percent- 
ages for LBW births in 1985: white. 5.1 pt^rcent; and black, 10.8 percent.) 

In 1982 the states infant mortality rate jumped to 10.1 deaths per 1,000 live births, from 9.6 
tf'^, vear b^^fore. As a result, the Department of Public Health convened a statewide Tiisk Force 
on the Prevention of Ix>w Birthweight and Infant Mortality. Among the task force's findings was 
that a woman with no prenatal care has a five times greater chance of having a low birthweight 
baby and a 10 times greater chance of having her baby die within the first month of life than 
a mother with adequate care. A key recommendation from the task force was that "maternity 
and infant care must be afTordable to all." 

Healthy Start. The Healthy Start Program, imtiattui in December 1985. provides early and 
continuous prenatal care to low^ncome pregnant women in Massachusetts. 
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Services: 



roblems: 



Funding: 



Healthy Start serves uninsured pivi^rnant women who have incomes at or l>elow 200 percent of 
the federal poverty level iWL) and who are not eligible for Medicaid. Approximately 5,800 
women per year were eligible for Healthy Start before* the state expanded Medicaid elipbility 
to 185 ptMTent of the FPL, effective July 1, 1988. About 80 percent of the program's clients will 
meet the new Medicaid eligibility standards, and the Healthy Start population will decrease to 
an estimated 1.200 women per year The Healthy Start program will work with the Depaitment 
of Public Welfare to enroll appropriate women into Medicaid. In addition, the program will 
continue to assist pregnant women to access pregnancy-related services through outreach, in- 
formation and referral, and foUowup, 

lb date. Healthy Start has enrolled about 16,000 women, including major high-risk groups. Of 
the total. 26 pt^n:ent of clients were 19 years of age or younger icompart>d with a 9 percent overall 
state ratei; 57 percent wen» unmarried (compared with a state total of 18 percent); and 1{> percent 
were black (compared with 6 percent of 198" births in the state). 

The program reaches out to ethnic .'ommunities by printing bnK'hurcs in sevfn languages. 

Healthy Start services, i .'ovideu through private physiciixns, certified nurse nndwives. commu- 
nity health centers, ho.spital prenatal cart* programs, and birthingcenters, include the following: 

• Prenatal care visits; 

• Laboratory and pharmacy services; 

• Home visits for high-risk pregnancies; 

• Diagnostic and consultation services; 

• Inpatient hospital costs for tlie mother and infant, until July 1. 19S7. when those costs wvrv 
shifted to the state's uncompensated hospital care pool: 

• Physician examination for the newborn; 

• One complete postpartum visit for the mother; 

• One well-baby visit for the infant: and 

• Other specialty services based ^>n medical review. 

As of July 1. 1988. tlie scope of services includes all medically necessary care to maintain health 
during the course f)f the pregnancy and delivery, and a!! medically necessary postpartum obstetric 
and g>'necologu*al care 

Regional coordinatoi s link clients to other services, such as WI(\ Medicaid, teen services, social 
services, substance abuse programs, and battered women's shelters. 

Funds initially were budgeted for nutrition counseling and scKial services for high risk clients, 
but the money was redirected to cover basic program components after such a large number of 
women enrolled. 

The Massachusetts (ieneral Court appropriated $6 milhon m December 1985 for the first seven 
months of the program. In 1986. the average cost per client was $3,300. This included $1,100 
for prenatal and postpartum care, and $2,200 for hospital care for both mother and infant. 

Recent changes have shiAed the program's funding sources. Although the FY 1987 program 
budget was $20 million, it will drop to tx^tween $2 5 and $3 million for FY 1989 and the average 
cost per client is estimated to be about $1,095 du*' to the following changes: 

• On July 1. 1987, the program's hospital cost -» were shifted to the states uncompensated 
hospital care pool, which is funded through the state's all-payer rate-setting program by 
increasing hospitals' charges for all payers; and 
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• On July 1, 1988, Medicaid eligibility for prt»giiant women was increased from 100 to 185 
percent of the FPL, and about 80 percent of the clients served under Healthy Start ixrv now 
eligible for Medicaid, which means they are covered by the separate Medicaid program, under 
which the federal government pays for 50 percent of their medical costs. 

Results: A recent preliminary evaluation of Massachusetts women delivering babies in the second half 

of 1986 lists several findings, including the following: 

• Healthy Start reached an estimated 85 percent of the potentially eligible women. Those 
enrolled included a disproportionate number of women from groups historically at risk for 
higher infant mortality: minorities, teens, unmarried women, and women without a high 
school diploma. 

• Healthy Start participants did not register for prenatal caiv earlier than uninsured women. 
Howevfe^r. program participants did rt*ceive continuous and comprehensive care once they 
initiated care, and this improvement was especially dramatic for black women. 

• Healthy Start clients had a lower rate of low birthweight infants than women without insur- 
ance or with Medicaid. Among minorities, teens, unmarried women, and women without a 
high school diploma. Healthy Start had a lower incidence of low birthweight infants than 
women with private insurance isee the chart). 

• Healthy Start clients had a lower incidence of prtmiature births than women without insurance 
or with Medicaid. Among groups considered at risk - minorities, teens, unmarried women, 
and women without a high school diploma -Healthy Start clients had the lowest rate of 
prematurity compared to most other payer sources, including private in.surance. 



Percent Incidence of LBW Infants 
by Payer Source and Subgroup* 



Prenatal 
Care Payer 


White 


Black 


Hispanic 


Asian 


TVen 


Ijess Than 
High 
School 
Graduate 


Un- 
Married 


Tbtal 


Private 


4.2 


9.1 


6.2 


5,4 


6,1 


6.9 


8.3 


4 6 


Medicaid 


7.6 


12.;? 


8,5 


9 5 


9,0 


8,6 


9 3 


8.7 


Healthy Start 


4.8 


6,1 


4.4 


2,4 


5,4 


5,9 


5,2 


4,8 


Uninsured 


5,2 


17.1 


12,3 


2,2 


10,9 


10,6 


11.9 


6,2 


Other Govt, 


3.2 


11.0 


6,9 


1,8 


3 3 


8 8 


8,0 


4 4 


Unknown 


8.2 


20.7 


14,0 


0,0 


18,9 


20,7 


14,3 


(:,8 


State T\)tal 


4.6 


10.6 


7,7 


5,5 


7.7 


8 0 


8.9 


5.3 


Subgroup N 


:?2.l5t) 


2,554 


2.255 


1.0.59 


3.078 


5.947 


7.886 


40.260 



The race groups are mutually en-lusive: the other subgroups, however, are overlapping, 
e.g., teens includes all women ur der 20 years of age. of* any race or marital status. 

Source; PreUminai-y Health Start Evaluation Import, March 15. 1988, Table 6. The report 
used Massachusetts Birth Certificates July 1 - December 31, 198(5. 



Future: The Healthy Start program is changing with the state's expansion of Medicaid and w-ith plans 

to mandate statewide health insurance coverage for all residents by 1992. Healthy Start was 
continued under the act that mandates statewide insurance coverage (Chapter 23 of the Acts 
of 1988), and will continue to serve low-income women who do not qualify for Medicaid and have 
no other insurance. 

Program 

Contart: Katherine Flaherty 

Director, Healthy Start 

Massachusetts Department of Public Health 
150 IVemont Street 
Boston, MA 02111 
(617) 727-7593 
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Legislative 

Contacts: Joint Corrmittee on Health Can^ Joint Committee on Insurance 

i 617 ) 722-2130 ( 617 ) 722-2220 



Michigan: Establishing Prenatal Care as a Right 



Profile: 



Program: 
Clients: 



Services: 



Providers: 



Problems: 

Other 
Programs: 



1985 Infant Mortality Rate 
^deaths per 1,0(H) live births i 



1985 Perv'ent of LBW Births 
< percent of total births) 



White 



State 



Black 



State 
Rank 



White 



State 
Rank 



Black 



State 
Rank 



9.3 



28th 



22.4 



31st 



5.4^ 



16th 



13.6^ 



42nd 



Basic Health Service, Michigan's VY 1987 appropriations act designated prtMiata! and postpartum 
care as a "basic health service," meaning that such care is guaranteed to all women in need. 

The Michigan Bublic Health Code states that "basic health services" shall be made available 
and accessible to all residents, regardleriS of race, age, sex, marital status, or inability to pay. 
State appropriations pay for prenatal care for ptvgnant women with incomes up to 185 percent 
of poverty who are not eligible for Medicaid, when no other source of payments exist. Women 
in need of assistance who have higher incomes are referred to appropriate providers 

The following services are provided by or through local health departments and are guaranteed 
for all eligible women in Michigan: 

• Medical services that follow the scheduU established by the American College of Obstetricians 
and tWnecologists; 

• Routine laborator>* services; 

• Selected other laboratory and diagnostic services; 

• Selected prescription medications: 

• V^itamins; 

• Education of expectant parents; 

• Psychosocial screening, but not provision of social services; 

• Nutrition screening for risk, with refernM to the WIC program or other resources as indicated: 

• Labor and delivery services; and 

• One postpartum visit. 

Local public health departments contract with the state to provide the service package and then 
with private physicians to render about 80 percent of the medical care. The reimbursement rate 
per client is approximately twice that oflered by Medicaid in 1986 ($485 vs $250), but includes 
$100 for nonmedical services and $35 ihr community education and outreach. 

Benefits dc not include hospital expenses or care for the newborn, and outreach efforts are limited. 

Maternal Support Scrctces. As a component of extending Medicaid coverage to pregnant women 
up to 100 percent of the federal poverty level, Michigan implemented a comprehensive prenatal 
care program. Support services to Medicaid women include childbirth and parenting education. 
psychoscK'ial and nutritional assessments and counseling, transportation, and child care services. 
The legislature appropriated money to increase Medicaid fees for delivery by 30 percent and 
prenatal care by 20 ^>ercent, beginning November 1, 1987. As of October L 1988, Michigan 
expanded Medicaid eligibility for pregnant women with incomes up to 185 percent of the FPL. 



ERIC 



26 



Riraprofessional Outreach. The legislature appropriated $1.6 million to l>e^n an outreach pro- 
gram in April 1986 in 10 counties with high incidences of infant mortality and low birlhweight. 
The program uses Volunteers in St^rvice to America < VISTA) and former vvelfan* recipients to 
search communities, identify low-income pregnant women, and help them obtain information 
and access to services. 

Tbvn Prvgnarii-y Reduction. An estmiated 17,000 Michigan teenagers gave birth in 19^S6, the 
majority of whom did not rt»ceive early prenatal care. On (Xtober 1, 1987, the Depai tnient of 
Health launched the TVen Prt^gnancy Reduction Initiative, with $570,000 in state general fund 
money. The program provides primary prevention and education for teens identified "at risk" of 
getting pregnant. 



Program 

Contact: Mary Conklin. R.N. M.S. 

Maternal Health Nurse Consultant 
Department of Public Health 
Buivau of Community Services 
3500 N. Logan 
Unsing. MI 48909 
(517) 335-8879 



Le^slative 

Contact: Legislative Si>rvice Bureau 

U5I7K^73-0170 



South Carolina: Focusing on High-Risk Mothers and Infants 



Profile: 



Programs: 



Clients: 



1985 Infant Mortality Rate 
(deaths per 1.000 live birth^ 



1985 Percent of LBW Births 
* percent of total births) 



State 

_\Vhite Riink 
9.6 



Black 



ytate 
Rank 



White 



State 
Rank 



Black 



3()th 



21.8 



:H)th 



5.tv; 



:34th 



State 
Jianl. 

3(hh 



The High Risk Perinatal Program (HHPP} HRFP serves low-income women and infants (up to 
150 percent of poverlyi who are not eligible for Medicaid, The pro-am is intended to reduce 
complications of pn»g^nancy. infant deaths, and birth defects. As of <January 198(), all 46 counties 
participate in HRPP and provide services to identify early high-n.skjndividuals. manage medical 
and support care, and aggressively treat both higli-risk pregnant women and high-risk infants. 

The Medicaid High Risk Channeling Project (HRCP). Based on the High Risk Penm.tal Program. 
HRCP extends enhanced prenatal and postpartum care to high-risk, Medicaid eligible pregnant 
women and newborn infants. The state has a Medicaid "freedom of choice" waiver to allow the 
program to approve providers for women deemed high risk and to allow the state to provide 
additional care to a subgroup of pregnant Medicaid clients. Providers for care to high-risk wcmien 
must be board eligible/board certified obstetricians who participate in the Medicaid program 

The goals of both programs are as follows; 

• To increase access to appropriate care. 

• To reduce the perinatal mortality rate: 

• lodm:inish the freciuency of handicaps as.MK iated with low birthweight and prematunt> . and 

• To ensure the cost effectiveness of care, 

l^oth the HRf^P and the FRCP programs conce Urate enhanced resources on low-mcome women 
and infants at high risk of complications. El gible pregnant women are .screened and then 
''channeled" into an appropriate level of care. Clients determined to be at low risk for prenatal 
and postpartum care are provided with standard prenatal care services, 
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Screening: Prt>gnant women are screened through local programs for alK>iit 20 medical risk factors, mcluding 
prior problem prt»g7iancies i»nd current conditicms that may cause complicativ>ns, such as hyper- 
tension, sickle cell anemia, or dial>e"es. Newborns art* screened for low birthweight and a numbt^r 
of other medical compHcations. Initu l risk assessments art* reviewed by the state Department 
of Health and Environmental Contrcl, where clients dxv confirmed "high risk*" or are recom- 
mended for standard prenatal care. 

During the first 15 months of the Medicaid HRCP program, alH)ut one in five wumien and one 
in seven infants had at least one risk factor indicated on the initial screening form. l\vo-thirtls 
of the risk-flagged women and just over half of the flagged infants were confirmed by the 
department as eligible for the High-Risk Channelmg Frojcx't. Of all Medicaid pregnant women 
and infants screened through mid- 1988, approximately 15.2 percent of women aind about 6.5 
percent of infants have bt^en judged to require high-risk channeling and follow-up. 

Services; All Medicaid-eligible women and infants determined to be **at risk" must participate in the 

channeling project, unless exempted for good cause, such as lacking transportation, or having 
employment conflu'ts, although attempts aiv made to accommodate clients' circumstances. The 
participation ivquirement means that high-risk women must receive care from an approved 
obstetrician. Enhanced services include the following: 



• Social work evaluation and follow-up; 

• Nutritional assessment and follow-up: 



• Health education: 



• L'nrestncted transportation to and from perinatal services; 

• Viisv management to ensure that nsk-appropnate care is rendered and received b\ Medicaid 
high-risk patients and appointments are scheduled; 

• Delivery m a I.evel il or Level III hospital, which are better equipped and staffed to handle 
difficult cases than Level I community ho^pitals. and 

• Nursing care management follow-up 'monitormg of child health and use uf faniily plannnig 
serv ices for one year after delivery f. 

Results: An evaluation of the Medicaid High Kisk Channeling I'r(?ject put)Iished m October by the 

I'niversjty of South Carolina School oi' Public Health reports the following: 

• During the first tfin»e years of the High Risk Perinatal Program, the fH'rinatal death rate for 
program participants was approximate!)' half that for nonparticipants with similar risk factors 

High H'sk Charmeling Project clients were much more likely to dehver their babies in Level 
11 or ill hospitals than t)ther Medicaid-eligible women, and the diHerence was greatest for 
HRCf' clients residing in counties having only a U'vel 1 hospital, 

• (\mnties with low tnuial HRCP participation fiad. as a group, a higher rate of newlx^rn 
prohloms, as measured by comparing diagnosis-related groups <i)RClsi. 

• In Octolk^r 1987. total savings from prt)cess and outcome efi'ects of the HRCP were estimated to 
U' $I30,(K)() pt'V month. Calculated savings included $8,(XK) from fewer ti'ansfers of infants to 
higher level liospitals. which includes calculatir*^; the extra cost of delivering normal babies of 
women channeled to higher level hospitals; $t^o,(XK) from lower hospital costs due to In^tter 
outcomes for newfv)?iis; and $27.iMK) from physician charges saved du*' to U^tter newl>orn results 

Other 

Programs: The South Carolina Adnlcsirnf Repnniucttn' Risk Reuui tion Pn^jevt (3H Project r Supported by 
a federal grant, the '^R Project provides reproductive tiealtfi education for seventh and eighth 
graders in rural counties determined to be at high risk for teen pregnancy. Although controlled 
studies have not been done, teen pregnancy rates in counties with 'Ml interaction have dropped 
<24 percent in Marlboro. 22 percent in Darlington, and 17 percent m Marion i, while teen preg- 
nancy rates in nonparticipating counties have fluctuated or ri.st^n. 
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Resource Mothers, The Resource Mothers project attempts to prevent the adverse effects of 
adolescent pregnancy by matching pregnant teens (girls aged 17 and younger) with women from 
their own communities. These volunteers help supplement and reinforce prenatal services and 
offer informal support to the young women, encouraging them to reduce risky health behaviors, 
such as drinking and smoking, and to return to school In addition to prenatal suppt>rt, the 
program offers support after the baby is born, with parenting classes that provide information 
on the signs and ^ymptoms of illness in babies and basic child care techniques. Project staff 
hope to reduce infant mortality, correct parenting deficits, and increase the time between preg- 
nancies for these adolescents. The project is funded thnmgh an MCH blcKk grant appropriation 
as a Special Ih-oject of Regional and National Significance (SPRANS). 



Program 
Contacts: 



High-risk programs: 
Barbara Alexander, R.N. , M.N. 
Department Head 
Department of High Risk Care 
State Health and Human Servires 

Finance Commission 
PO.Box 8206 
Columbia, SC 29202-820(5 



Other programs: 
Cathy MelvinEfird 
Director of Planning and 

Evaluation 
Bureau of Maternity and 

Child Health 
The Department of Health and 

Environmental Control 
2600 Bull Street 
Columbia, SC 29201 
(803)734^4670 



Legislative 
Contact: 



Joint Legislative Health Care 

Planning and Oversight Committee 
(803) 734-2906 



Profile: 



Programs: 



Florida: Preventing Preterm Labor Through Education 



1985 Infant Mortality Kate 
(deaths per 1,000 live births ) 



1985 Percent of LBW Births 
{percent of total births) 



White 



State 
Rank 



9 2 



23rd 



Black 
17.8' 



State 
Ran k 

I6th 



Whitt 



State 
Riinl^ 

42nd 



Black^ 
12.4^7 



State 
R^nk 

27th 



In 1982, Fkjrida ranked 42nd among states in uifant mortality, and about 40 percent of births were 
to women without medical insurance AlH>ut half of the uninsured mothers iwvived no prenatal 
care or no more than two prenatal visit^s. Tliat same year, a federally funded pilot pmjei't operating 
in five Florida counties was ending. The counties participating in the Improveii Pregnancy Outcome 
(ITO) projt*ct experienctKl a 33 percent reduction in the infant mortality rate bi*tween 1975 and 
1978. The rate for projtK^t clients dropped to 5,62 deaths per 1,000 live births. 

The success of the pilot project, recommendations from the state's Maternal and Infant Care 
Task Force, and support from a key legislator, innuential physicians, and the governor helped 
win legislative support to expand the program statewide. The Florida Healthy Mothers Healthy 
Babies Coalition, organized by the March of Dimes m cooperation with the University of Florida 
and the Department of Health, helped secure increased funding for the program m subsequent 
years. 

Improved Fregnamy Outcome Program ^IPOi. This statewide program, based on the successful 
IPO pilot project, provides prenatal care to low-income women through local health departments. 

Freterrr? Birth Prevention Project. Th ^ project, part of the mate's IPC) Program, provides enhanced 
prenatal care and patient education to clients wlio are designated high risk, approximately 20 
percent of the total. The project, begun statewide in 1984, is based on the Preterm Labor StalT 
Development Model used by Dr Robeil Creasy and M.A. Herron in San Francisco. This model 
is based on the work of Dr Emile Papiernik-Rerkhauer in F'aris, who reportedly reduced the 
number of preterm births from 10 percent to 3 percent over a iO-^year period. 
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Eligibility: 



The ''Creasy method" trains service providers and patients to identifv tht- risks and early warning 
signs of preterm labor in time to administer laborMiihibitin^ dru^s In the first year of th<» 
project, ovor 1.500 FK)nda physicians, fuirses, nutritionists, and social workers wore trained in 
the Creasy Preterm Hirth F^revention Pn>t<H:()l. Trained statT, in turn. prt»sentt»d local seminars 
to various service providers. 

Tho piojt'Ct's primary goal is to cut the rato of low hirthwvight babuvs by half bet ween and 
1989. fVoject supporters estimated that a SU) nullion mvestmont could save the state $22 million 
in intensive' care. long-tt»rm institutional care, and special education costs. 

The IPO Program covers uninsured pregnant Florida residents with income?* below KM) percent 
of the federal poverty level, who are not eligible for Medicaid. Women IvUeved to be eligible for 
.Nfedicaid are enrolled m the project until the Medicaid eligibility process is completed Tbi' 
uicome thresliold may vary by county, depending on local resources All IPi) Program patients 
are screened for high risks for preterm labor and for other medical crfinplications and appropriate 
clients are given additional .<er\ ices througli the Preterm Hirtfi Prevention Project. 

IPO Program chenl> receive the iollowing >er-vue:«: 

• Standard medical can*, including seven to eight prenatal \'i>its and at least oiv [yo^tpartum visit : 

• Health educ^itUHi. including U's.-^<fns in hygiene, infant care, brcMst l<*edin^, and childliirth. 
Nutrition education. coun>elin^. and treatment through the WIC program. 

• Medical risk *issessnu'nt . including u>e of the < 'reass method to a>>c'^> r\-<k of preterm labor; 

• Patient educ*itujn to identif> tin- --ign.^ o!' preterm labor; 

• CoxtM'a^e lor pli\>ic)tm or nur>e micUsife laiior and dfli\'rr\ fh.u'ge^ m -^ome location^, bui 
not ho>pital charge>, *jn(] 

• Family planning counseling tij di*-coufage clients f rom bt'coniing pregnant .ig.un tor t vsit vt-jr- 
Preterm Hirth Prevention IVoject climt*^ receiM- additional <er\ ice>. a^ foll(jw> 

• ('4U'e from the samf chninan th?ou^hnut: 

• \Vt'ekl> \'i>it^ ffM' gentle cer\"ical check*- b<'tw('en 2-1 .iod -'Ih* w<'ek-- ni pregnaruy; 
huen--i\e luitntion c'i)Un>t'ling and tolluw-up. and 

• ( )ne prt'iKita! and one pcj-tp.irtom iiome \'!-it 

While -lalewide objective- .-ought a 10 [K-H'cnt r't-duttion in the low fjirt In. eight rate fn' IP() 
l^rogram patJent> m 19''^.*r'^4, the pro^^ram achie\ed an 11 n [n-rcent reduction 

Although a tormal program evaluatioii fiot set complete. prehminar\ n'-ult> >how lov\er rate> 
of IMW 4tnd vers low fiirthweigfu fur IPO Program pat lent > u ho receixed preterm labor education, 
than for tfn^sf ssho>f reci^rci-^ >ho\se(j that thev received n(^ >uch education. a> follow,-: 



IPO patient- who had 
prett-rm labor educatum 

1 P( ) patients vs lio liad no 
preterm labor cduc^ition 



Percentage of 
.ow Birthwei^ht 

7 . 



Perct-ntage of \'erN 
Lou HirthNseigfit 



Tif evalu^ite the i'tfect.- o( prt'tcrm lal)or education r>n birt hvsejghl outcome, rrcurdr-. v< ere exarTimeci 
fur 7,9H7 1P() patient.- KocokU reflected that ^).2fH) patient- fiod reeei\t'd i'ducation and 1J-)71 
had not. Tht- patient group.- were c(mtr(;lled for age, ge-tation at first \ i-it, hi.stors of previous 
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prt'lfrni births, addiv.s- , and Crcasv sooiv, Tht» cvalualton did not control for singk'-^ arfiu status 
or smoking. 

Nole; A recfnt natiunal study of the ''Ocasy itu'thod." sponsored by th* March of Dimes between 
\9M and 1987. showed no overall significant reduction m preterm dehvery or low hirthweight 
rates. Charles Mahan, M.I)., who developed Florida's Pretfrni Lalx)r Prevention Program, reports 
that it IS not possible to determine whether the preterm labor protocol is responsible for Florida's 
improved results. He says that the prot(>col has .served as a focal point for the program and 
motivated health professionals to raise the level of care that they provide 

Lei^islatton: In the legislature appropriated $1.8 million in general funds to expand the IPO Pn^ject 

statewide. The program was established in statute in 198H with passige of House Bill 
< Chapter 8H-220). 

in 1987, the legislature passed HB 1:584 tChaf)ter <S7'92i, which did the following: extended 
Medicaid eligibility to pregnant W()men with incomes up to 100 perct»nt of the federal {>overty 
level; implemented presumptive eligibility for pregnant .Medicaid-eligible women; prohibited a 
resource test for pregnant women applying for Medicaid, unless they are applying for other 
public assistance as well; and increased Medicaid reimbursement for physicians providing total 
obstetrical services ^preruUal care, delivery, and postpartum carei. Fees were lai.sed to at kMst 
$800 per delivery for low-risk patiei'ts and SI. 200 for high-risk patients. As part of this '^OBRA^f) 
package." the legislature imp()sed certificate of need K'ONi regulation on neonatal intensive 
care units, hut deregulated obstetrical care services from CON review. 

Funding: Funding lor the Medicaid expansion comes fiiJin Florida's 1.5 perc Mit assessment on liospita! 

revenues passed by the legislature in 1984. In 1987. the legislatuie approved a $25 charge for 
each comir.emorative marriage license issued m the statett) help fund the IPO F^'ogram (Section 
382.025. Florida Statutes). 

Problems: Florida's program has one of the worst records for starting women in p?*enatal care early First 

trimester entry has increase<l from about percent to 27. ti percent, and af)proxi!iiately 24 
percent of clients start care in thi'ii* third trimester. 



Future 

Plans: In April U)8S. Oovernor Bob Mailme/ announced tlie '*()uiiee of Prevention" program to coinl>ine 

public and private resouives for prv-vention programs for children, which n*.ay include prenatal care 
seiTices and teen pregnancy prevention. The U^gislature appropriated $;^(H).{HM) toward the program, 
and private individuals and foundations contributed another $H75.00O by mid-lH88. Money is to 
1k> distributed to private nonprofit tn'^^imi/at lon.s tti provide innovative pi-exention pri)g]'atns. 



Program 

Contiiit: Jody Blalock. A.K.N P. M P.H 

Conunuruty Health Nursing ( 'on^ult. ml 
Maternal and Child Health 
State Health Olllce 

Department of Health and Kohabilitat ivt- Sn vicr.*. 
i:n7 Winewood Blvd., Building I. Room 
Tallahassee, VL .V2:Un^07{)0 
(^M)4) 48H-28M4 



Lejjislative 
Contacts; 



House Flealtli Cai i' Commit lee 
,9()4,4SS-7.S84 



Senati' Hralt ti and Hrhahiliialn e 

S('rvjce.*>C()nimilloe 
(H04»4N7-5:Mn 



Kansas: Allocating Limited Resources 



Profile: 



Program: 



Services: 



Funding: 



1985 Infant Mortality Rate 
(deaths per 1,000 live birthj^) 



White 



State State 
Rank Black Rank 



1985 Percent of LBW Births 
(percent of total births) 

State State 

White Rank Black R^uik 



9.0 



r>th 



14.4 



4th 



5.5^ 



21st 



12.1 



21st 



The Kansas Department of Health and Environment ust\s the Kansas Prenatal Care Index to 
help identify priority areas for state assistance through iti^ Maternal and Infant Program. The 
index, which is a modified form of the Kessner index (see the Glossary under **adequacy of care"*), 
categorizes prenatal care into thret* levels based on when care began and whether the appropriate 
number of visits were made relative to the stage of pregnancy. The three levels are "adequate,"* 
^'marginal,'' and **inadequate." Although the index is a method for measuring quantity of prenatal 
care, it does not measurt* quality. 

In 1985, 5.2 percent of Kansas women who rt^ceived adequate* prenatal care gave birth to LBW 
infantjs, while 10,8 percent of women receiving inadequate cmv had LBW babies. 

In addition to the index, the department uses low birthweight and infant mortality percentages 
by county of residence to identify priority areas for funding. The department constructs maps 
showing data for all 105 counties. According to the department, 5,748 prt^gnant women did not 
receive adequate prenatal care in 1986. 

Maternal and Infant Program projects had been established in 10 counties by 1984. With a 
$500,000 appropriation from the legislatun* in 1986 to supplement federal funds, the number 
of sites was expanded to 15, with outreach services to a total of 27 counties. Two more siti\s were 
added in FY 1988 and another two in VY 1989. 

Maternal and Infant iM&lf Program. The M&I Program provides comprehensive prenatal care 
to adolescents and other high-risk mothers and their infants? in selected areas of the state. 
Kligibility is not determined by income, except for physician reimbursement In those cases, 
priority is given to women whose family incomes are bt^tween 100 and 185 percent of poverty. 
Participants may pay for selei ted services on a sliding-scale basis. 

The M&l rVogram provides the following services: 

• Public awareness and out read) services. 

• Use of a culturally oriented bilingual health care team: 

• Identification and evaluatu>n of client risks and needs and individualized care based <m need: 

• Initial and ongoing assessment and monitoring {)f health status and healthcare compliance: 

• Access to nutritional assessnuMit and services. 

• Access to nursing and social work assessments and counseling: 

• Availability of vitamins, medicines, and laboratory tests; 

• IVovision of or access to health education, including prenatal and childbirth classes, stress 
management, and instruction almut behavonal risks: 

• Acci'ss to transpcfrtation and child care services: and 

• Access to postpartum care, genetic counseling, and family planning services. 

The M&I Progriim is supported with federal Maternal and C'hild Health block grant iiinds, state 
general funds, and a local match of 43 percent for each project site. 
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Problems: 



Other 
Programs: 



Significant dt»crt»ases in the incidence of infant mortality and low hirthwei^ht have been 
d(Kumented in the M&I Program population whtn compared to similar at-rit^k populations not 
rt^ceiving j^uch services. During calendar years 198^5 and 1987, the infant mortality rate for 
infants born to mothers who received M&I Program services was approximately half that of a 
comparable statewide at-risk population. The incidence of low birth weight for the M&I Program 
population, a high-risk group, was S.O percent, conipared to the ovt^rall state LBW incidence of 
6.1 percent. 

The M&! F^rogram lacks the resources to enable it to function statewide, and the program does 
not pay for hospital costs or pediatric care. 

Three Medicaid initiatives m Kansas an intended to increase orenatal care participatii.n l>y 
low-income women and reduce the incidence of poor pregnancy (^etconu-s for Medicaid clients, 
In 1985, the LBW rate for Medicaid clients who received inadequate prenatal care was more 
than three times the rate for tliose who rectMved adequate care, as shown by the following data 

• For those with zero to thre^» prenatal visits. 2'.l percent had low birthweight infants: 

• For th(^se with four to six prenatal visits. 17 percent gave birth to LBW infants: and 

• For tliose with 10 or more prenatal visits. 7 percent had I-BW babies. 

The following initiatives are intended to improve pregnancy outcomes; expansion of Medicaid 
eligibility to 100 percent of the federal poverty level for pregnant women, implementation of the 
Prenatal He.. 1th Promotion and Risk Reductuni Program: and creation of the Prenatal Fxpro.s 
initiative. The latter two are descrilH»d briefly here, 

Prenatal Health Fnnuation and Risk ReiliH tuni Prognini, This program provides case manage- 
ment, client education, and coordination with other support services jor pregnant Medicaid 
clients. The program is a cooperative endeavor among the Department of Health and Knviron- 
ment tKI)HE), the Department of Social and Rehabilitative Services (SKSi. and local health 
departments. The SRS reimburses local fiealth departments for this program, which includes 
outreach, referral to appropriate care based im an assessment of risks and needs, case manage- 
ment, patient education, client follow-up to document pregnancy ()utc<»me. and referr al <^f chent.s 
for a newborn/postpartum home visit, 

Prenatal Express. The Prenatal Express initiative expedites the Medicaid application proce>s 
for eligible pregnant women The KI)HE and the SRS developed a one-page Medicaid eligibility 
fact sheet and are providing training and technical assistance iu local ht-alth departments to 
help all p<;tentially eligible pregnant women apply No resource test is needed and Prenatal 
Express applications are given priority status for the approval priK-ess 



Proffr^^i 
Contact; 



Rita Kay Ryan. R.N.. M M., Ph. I) 

Coordinator, Health Services for Mothers and Children 

Bureau (?f Maternal and (/hild Health 

Kansas Department of Health and Environment 

m) S.W Jackson 

T>peka. KS 66612-1290 

i913) 296^1307 



Legislative 
Contact: 



Legislative Research Department 
(913) 296-31H1 



ERIC 



33 



Utah: Selling a Program 



Profile: 



Data: 



1985 Infant Mortality Rate 
t deaths per 1,000 live birth.s) 

State State 
White Rank Black Rank 



1985 Percent of LBW Births 
(|>ercenl of total births) 

State State 
White Rank hh\ck Rank 



9.7 



37th 



(not avaihible) 



27th 



10.4^; 



5th 



Several years ago, Utah led the nation as the state with the lovw u.fani mortality rate. Since 
then, at least 20 other states have surpassed Utah in improving ^ rates. Between 198«3 and 
1985 Utah's infant mortality rate jumped more than 10 pt^rcent, U->m 8.6 deaths per 1,000 live 
births, to 9,7 deaths. 

The Utah Department of Health and the Healthy Mothers/Healthy Babies Coalition of Utah 
launched a successful campaign in 1987 U) improve piTnatal care services to low-income women. 
The campaign used 1985 birth certificate and Medicaid data compiled by Dr. Peter C. van Dyck. 
director of the Utah Family Health Services Division, Program adv(K'ates and legislative sponsors 
who had used national data to lobby lawmakers in previous years wert> more successful using 
Utah-specific data. The legislature appropriated $1.7 million in new money for prenatal care 
from an increase in the cigarette tax. 

The Family H*>alth Services Division prepared fact sheets for legislators, UMng results from Dr 
van Dyck's study. Among the 1985 data presented were the following; 

• Comparisons between ail Utah women and Medicaid clients who delivoied babies. 

All Utah Mothers Medicaid Mothers 



Fewer than six 

prenatal visits 
Babies weighing 

less than 5.5 pounds 
Babies weighing less 

than 3.5 pounds 



O.HS 



l.S.5^ 
12. 4^ 
1.7S 



Comparisons between Medicaid mothers with 10 or more prenatal visits and tliose with fewer 
than 6 visits, 



Incidence of low 
birthweight babies 

Rate of infant 
mortality ( per 
1,(K)0 live births I 



10 or more visits 
9^. 

12,4 



Fewer than H visits 



18.4^ 



•20.4 



• Comparisons of costs for low birthweight babies 

Medicaid babies weighing less than 115 pounds cost an average of $63,000, while normal 
weight babies averaged $2,700. While only 1,7 percent of all babies born to Medicaid mothers 
weighed less than 3.5 pounds, they consumed $2 7 million, or 24 percent of all Medicaid 
expenditures for initial hospital care for newborns, 

• Projections of cost savings, 

in 1985, Utahs Medicaid program was billed nearly $11 million for pregnancy and birth care. 
Medicaid sei-ves between 50 and 00 percent of the women who are below 100 percent of the 
poverty level in the state The estimated cost of pregnancy and delivery care for all poor 
women is nearly $17 million. If all poor women could improve the outcomes of their pregnancy 
equal to that of other Utah women, $10 million could be saved. This could be accomplished 
by increasing the numln^r of prenatal visits, thereby deci-easjng the incidence of verv expensive 
low birthweight babies. 
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The cost bt^nefU analysis for lUah shows that for every dollar spi?nt for prenatal care for poor 
women, nearly three dollars could be saved in delivery and intensive cai'e costs. 



Projpram: Baby Your Baby, With the $1.7 million legislative appropriation, Utah created the ''Baby Your 

Baby" program, expanding Medicaid eligibility and services to pregnant women with incomes 
up to 100 percent of the federal poverty level, Because the federal government pays for almost 
74 percent o*' Utah's Medicaid costs, the $1.7 million state appropriation expanded to about $6.5 
million total new program dollars. Utah also adopted the Medicaid presumptive eligibility option; 
enhanced pnt*natal services to include nutrition counseling, psychological counseling, childbirth 
and parenting education, community health nursing home visits, case coordination, and assess- 
ment for high risks; and increased reimbursement rates to Medicaid providers from $520 to 
$700 per case, or $800 for high-risk patieiits, 

Outreach: The division launched a multimedia education campaign, including radio public service announce 
ments, newspaper advertismg and inserts, bus boards, seminars, information cards, posters, 
and program guides. The highlight of the outreach efTort is a television campaign donated by 
KUTV Inc., over a two-year period. The broadcasts, estimated to cost over $2 million, include 
several half-hour documentaries. After the first half-hour program, which listed a hot-line 
number, 100 calls were received ' thin an hour. 

Future: State Medicaid program administrators would like to adopt the continuous eligibility option 

allowed under OBRA-86 and expand Medicaid to children up to age five, whose family incomes 
are up to 100 percent of the poverty level. 



Projfram 
Contact: 



Peter van Dyck, M,D.. M.RH. 

Director, Family Health Services Division 

Department of Health 

288 North 1460 West, P.O. Box 1(5050 

Salt Lake City, UT 84116-0640 

<80U 538-616i 



Legislative 
Contact: 



OtTice of Legislative Research and Cieneral Uounsel 
(801 1 538-1032 
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New Jersey: Learning from Other States and Cities 



19H5 Infant Mortality Rate 
fdeath.s per l.OOO live births) 



Percent of LBW Hlrth^ 
< percent of total hirthsi 



White 
8.8 



State 
Rank 



IMack 



11th 



18,8 



State 
RanK 

18th 



White 



State 
Rank 



22nd 



Black_ 
12. 2^ 



State 

_Ka_nk 

23 rd 



i Note: The New Jersey Department of Health, Maternal and Child Health Services, reports that 
the states infant mortality rate for blacks m 1985 was 20.3 The figure shown is actually for 
nonvvhites. ) 

hi 1985, (Jovemur Thomas Kean diivcted the Office of Policy and Planning to develop initiatives 
to address the st<ite s most pn^ssing health problems. The governor incorporated recommendations 
concerning low-income pivgnant women and young childnn^ in his 1986 State of the State Message 
to the legislature On May 4. 19H7, the governor signed Asst^mbly Bill 2733 K'liapter 115), cmiting 
the HealthStart I^ogram and expanding Medicaid eligibility and ,st>i-vices to prt>gnant women. 

The New Jersey Department of IJealth reviewed programs around the country and published 
a 37-page report, Rt^' '.ew of Inrun-iitive State Maternal Health Programs in the United States 
The depailment studied seven statewide programs and four local projects to help New Jersey 
choose the most appropriate components in developing its own progr'am. 
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The seven states studied were California, Florida, Maryland, Massachusetts, Michigan, New 
York, and Ohio. The department reviewed the programs' eligibility criteria, funding sources, 
reimbursement systems and rates, and cart* standards and services, including the range of 
services, whether services wert» requirt*d or jH»rmitted, the degrt^e of coortlination among services, 
and the specificity of requirements for services. 

The departments report lists the following elements that were particularly useful in desigriing 
HealthStLirt: 

• Successful strategies for writing ineaningiul service standards and pitfalls to avoid (Califonua. 
Florida, Michigan, Ohio); 

• Specific content of servic*»s within each service component, including assessment, care plan, 
interventions, risk scnv ning, referral, and follow-up ((^'alifornia, Florida, Miclngan, Ohio); 

• IVchniques for screening and prevention of preterm lal>or (Florida, New York), 

• Models and strategies for case coordination {California, Maryland); 

• Strategies for provider education and tait reach (California. Florida, New York); 

• Structures and strategies for encouraging community education and outreach { Florida. Michi- 
gan. New York. Ohio); and 

• Successful strategies and pitfalls io avoid for provider applications and ongoing quality assur- 
ance, both monitoring quality and providing technical assistance (California, Florida. Michi- 
gan, New York. Ohio). 

The study's focus on model outreach and case coordination programs included Baltimon»'s Best 
Babies Program, Boston's Healthy Baby Program. Hartford s Maternity and Infant Outreach 
Project, and Washington, D.C.'s Better Babies Program. The primary objective of all four programs 
is to help women enter prenatal care early and to make regular prenatal care visits. 

The report cites the followmg notahk* components of the local programs; 

• Hiring, training, and supervising paraprofessional outreach stafT(all'; 

• Establishing and maintaining relations Ix'twtvn health can* stalTand outn'actvcase ctH^rdination 
staff, if the latter artH)rgamzationally separate from the care provider < Bosti^n. DC. Hail ford k 

• Community outreach, particularly case finding <I).C.t; 

• Reinforcement of health teaching ' I). C.. Hartford/; 

• Administrative database for individual outreach and cast* coordination 

• Strategies and techniques for individual outreach and case coordination (all); 

• Strategies and techmque> for working witti recent unnugrants (Boston); 

- Structuring outreacli and cast' coordination services as pai-t of a health department f Boston ). and 

• Evaluation of outreach'case coordination services ^D.C,. Hartford) 

Program: fh'ulthSturt. The pn>gram provides expanded maternity care services to Medicaid'oligible women 

(up to 100 percent of the federal poverty level) 

Services: The maternity care sen ice package includes medical can* acconiing to A(XXt standards Uacluding 

delivery), laboratory seiA'ices. nutrition assessment and counseling, scxrial/psychological assessment 
and counseling, health education, and case cooniination ser\'ices (including active follow-up^. 
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Outreach: 



Uirge-scale community education and outreach is conducted throughout the state to acquaint 
clients and providers with the new program and the importance of prenatal care. The eftbrt 
mcludes a media campaign, hotline, and written materials for providers and clients. 



Providers: All Medicaid providers are eligible to seek approval as a "comprehensive pn)vider" Reiniburs<;^ment 
to comprehensive providers is higher than the Medicaid rates regularly oft'enetl for prenatal car.' 
and delivery. For a private physician or freestanding clinic, medical cant^ is reimbursed al $602 
instead of at the regular Medicaid rate of $236. HealthStiirt providers can also collect $350 per 
patient for health support services, bringing the t4)tal reimbursement for maternity care to $952. 

Result!^: The program, which began in February 1988, has a built- m evaluation plan to measurt^ hoih pnH:ess 

and outcome component^^. Program activities will iw monitored during the first thrt^e years of 
operation to evaluate progress, strengths, and weaknesses. Annual reports will be made to the 
governor and the legislature. Specifically, the evaluation is to determine how successful the program 
IS in serving the high-risk population, whether providers aa* delivering the senices that they agnnnl 
to provide, what the barriers are in delivering the S4^rvices. and whether the piogi'am is efTivtive 
in improving access to ser\'ices and health outcomes, including low h rthweight. 



Program 
Contact: 



Susan l>enox Goldman 
Director, HealthStart 
Department of Health 
CN 364 

IVenton, NJ 08(i25-0364 
(609? 633-3tH>6 



Legislative 
Contact: 



OfTice of Legislatise Services 
(609) 292-1646 
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Appendix B 
Resources for Further Information 



Video 



Your Children, Our Children: Life and Death 
KTCA2 

1640 Como Avenue 

St. Paul. MN 55108-2786 

(612) 646-4611 

This 28-minutf video, produced by publie television, focuses on the role of prenatal eare in reducing the 
incidence of low birthweight babies and the number of infant deaths. It hi^hli^hts a firo^^ram in rural 
Louisiana and contrasts the availability of prenatal cart* in two coiinlii's. 



Orguruzutums 



American College of Obstetricians 

and OvntK'olo^ists 
409 12th Street, SAV. 
Washington, D.C. 20024-2188 
1202) 638-5577 

Children s Defense t'und 
122 C Street, NAV. 
Washington. D.(^ 20001 
(202) 628-8787 

Healthy Mothers/Healthy Babies 
600 Maryland Ave.. S.W. 
Suite 300 E 

Washinirton. DA' 20024 
<202) 863-2458 



National Coninussum to Prevent 

Infant Mortality 
Switzer Building. R(H)m 2006 
330 C Street. S W. 
Washington. 20201 
(202 1 472-1364 

National Oovernors' Association 
444 North (^ipitol Street 
Washington, D.(\ 20001-1572 
i202i 624-5300 

Natumal Perinatal Association 
lOr J S<njth Union St. 
Alexandria. 22314 
5 703 1 549-5523 



March of Dimes Birtli Defects 

Foundation 
Box 2000 

White Phuns, NY 10602 
(914) 428-7100 
(Also state chapters) 

National C^enter for Clinical 

Infant Programs 
733 15th St,, NAV. 
Suite 912 

Washington. DC 20005 
(202) 347-0308 



Southern KegHUial Project 

Infant Mortality 
444 North Capit<j| Street. N.W 
Suite 240 

Washington. DC 20001 
f202i 624-5897 
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Glossary 

ACOG — American College of Obstetricians and Gynecologists, 

Adequacy of Care— The Institute of Medicine pivnatal care index (developt^d by I). Ressner) classifies the adt>quacy 
of !)renata! care by the njmlxM' of pivnatal vi>ils in ivlation to the duration of the pregnancy and the timing of the 
first visit. Basically, according to this widely used index, a woman's pivnatal carv is classified as follows. 

• "adequate" if it begins in the first trimester and includes nine or more visits for a pregnancy of 36 
or more weeks. 

• "intermediate" if it begins m the sectuid trmiester nr includes five to eight visits for a pregnancy of 
36 or mort* weeks: and 

• "inadequate" if it begins m the third trimester (;r includes four or fewer visits for a pregnancy of 34 
or more weeks/ ' 

Federal Poverty Level (FPD — In 1987, the average federal poverty level for a family of four was $11,611. The 
FPL ranged from $5,800 or less for one person, to $23,000 for a family of nine,'"' 

GAO — United States General Accounting Office. 

lOM — Institute of Medicine. 

MCH— The federal Maternal and Child Health block grant program 
OTA— Congress of the United States, Ofi'ice of IVchnology Assessment. 
WIC^The Federal Supplemental Food Program for Women, Infants, and Children. 
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